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PRACTICAL PROBLEMS IN OTOLOGY AND RHINOLOGY.* 
BY DUNDAS GRANT, M. A., M.D., F.R. C. $., LONDON, ENGLAND. 
I should be proud to place before you a piece of original investiga- 


tion containing some epochal addition to the sum of human knowl- 


edge, or at least of that section of it with which we are particularly 


occupied. Such, however, I am unable to do, as, from circum- 
stances, and perhaps from temperament, I have been led to enroll 
myself as a sithple healer of the sick. My inquiries have always 
been conducted in the light of practical pursuits, and if there is 
one thing on which I think I may congratulate myself more than 
another it is the possession of a frame of mind which enables me 
to extract the greatest amount of benefit (duly acknowledged) from 
the work of others, instead of racking my brains to find means of 
criticising and depreciating it. How often have I seen the critical 
frame of mind deprive its possessor of much of the good he might 
otherwise have derived. 

My initiation into otology dates from thirty years ago, when my 
valued friend and relative, Mr. Laidlaw Purves, indoctrinated me 
in the practice and principles of the specialty and inspired in me 
an interest in this branch of the medical art which I venture to 
think I still retain and hope never to lose. As the successor to Hin- 
ton in the great school of Guy’s Hospital, he maintained the best 
traditions of British Otology as established by Toynbee, enhanced 
by a familiarity with the advances in the art as developed and prac- 
tised in Continental schools, notably in Vienna, where Gruber and 
Politzer were the chief exponents. Griiber is now no more, but 
Politzer, in spite of the length of his active career, is still as recep- 

* Oration delivered before the Eleventh Annual Meeting of the American Academy of 
Ophthalmology and Oto-Laryngology, St. Clair, Mich., August 30, 31 and September 1, 1906. 
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tive and appreciative of new ideas as ever and bids fair to continue 
long an example of industry and enthusiasm which we may well 
emulate and strive to imitate. 

At that time the ear was mainly studied in relation to its main 
function, that of hearing, and the surgical developments of otology, 
with which we are now so familiar, were scarcely dreamt of.. I can- 
not help thinking that the progress in this direction has dazzled 
the otological eye by its brilliancy and diverted from the less sensa- 
tional problems of what I may call acoustic otology, the attention 
they have deserved. It cannot be said that in this department the 
progress has been at all in proportion to that in the surgical. 

Far be it from me, however, to say that we have remained at the 
stage where cases which failed to respond to the syringe or to the 
air-douche were considered hopeless, but the advance beyond it has 
not been so considerable as could be wished. 


THE VALUE OF TUNING-FORK TESTS. 


At the commencement of the period I have mentioned the func- 
tional examination of the ear was by no means neglected. Tuning- 
fork tests were studied by Luce, Schwabach and other otologists, 
and Hartmann devised his well-known conventional graphic repre- 
sentations, but I think it will be generally agreed that the fullest 
development was only attained by the laborious investigations of 
Professor Bezold of Munich, for the results of which he is entitled 
to our warmest gratitude. Ostmann and Gradenigo have been 
among the other most diligent developers of this method of testing, 
at a great expense of time and labor. Possibly there has been a 
tendency to overestimate the value of these tests, especially when we 
consider their subjective nature and the “personal equation” of 
such untrained observers as the patients on whose statements we 
have to depend. On the other hand, it is surprising to read the 
statement by the surgeon in charge of the aural department of a 
metropolitan medical school that he has quite given up tuning-fork 
tests. Jacobson, late of Berlin, now, unfortunately, deceased, has 
certainly exposed them to the most destructive criticism, but has 
in. the description of his practice shown himself unable to dispense 
with them. As usual, the truth lies in the middle, and we must 
realize the limitations of the tuning-fork tests, not reject them. 
Care must be taken both in observation and interpretation. 

In the first instance we must only accept result$ which are well 
marked. Bing suggests that no difference of less than two seconds 
from normal duration should receive consideration, This applies 
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especially to the measurement of hearing by bone-conduction. 
Again, it is well to repeat the tests several times, exercising consid- 
erable skepticism if they vary to any great extent. 

Forks of very high or very low pitch are ill adapted for tests con- 
nected with bone-conduction. Very high-pitched forks are apt to 
be heard by the opposite ear by air-conduction, in spite of our clos- 
ing it up, thus rendering the testing of the ear under investigation 
very unreliable. For Weber's vertex test they are, therefore, inel- 
igible. Low pitched forks are of such weight and magnitude that 
the patient may feel the mechanical vibrations after he ceases to 
hear the sonorous ones and thereby be led into error in reporting. 
The ideal fork for bone-conduction in general and especially for 
such tests as Rinne’s and Weber’s is Gardiner Browne’s, tuned to c, 
with 256 vibrations per second. It should be heard by a young adult 
for about 15 seconds through the bone and for about a further 15 
opposite the meatus. This “acro-osseal difference” is an important 
item which should not be omitted in the description of a tuning-fork. 
The duration should be long enough to allow of a good margin for 
observation and it should not be so long as to induce phenomena of 
exhaustion in a normal person. 

Having been born in the year in which Rinne’s test saw the light 
(the one in which Garcia invented his laryngoscope), I take the test 
somewhat to heart. I consider its evidence, especially when “posi- 
tive,” as indispensable, but would remind you of an obvious fallacy 
into which I and many others have been led by it and which in many 
text-books receives no notice. This is that in unilateral nerve-deaf- 
ness we get a “negative Rinne” because we are comparing the air- 
conduction of the diseased side with the bone-conduction of the 
sound one, the vibrations of the tuning-fork on the mastoid being 
conveyed through the cranial bones to the opposite ear. Here we 
have to check our results by means of the vertex test and the Galton 
whistle in a way I need not here recount. 

I think I have said enough to show that the results of our tuning- 
fork tests must not be blindly accepted, but must be interpreted in 
the light of their limitations. Moreover, we must take them in 
combination with other signs. We must not rely on them alone any 
more than we would rely on any other single method of examination 
of any organ of the body. 

For the production of pure tones we have no more convenient 
instrument than the tuning fork, and in some form or other the 
graphic method of recording the field of audition, for which we are 
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primarily indebted to Hartmann, will never be dismissed from em- 
ployment even though submitted to modification in some directions. 
Probably it will advisably be confined to air-conduction, and the 
number of octaves may, by the use of nine instead of five tuning- 
forks, be increased to eight with advantage. The amount of time 
required may be considered sufficient to render it impracticable for 
general use, but this pales into insignificance beside Professor 
Bezold’s monumental “continuierliche Tonreihe.” I may remind 
you that to facilitate calculation and to save time I have devised and 
described a method by which the percentage duration of hearing for 
nine forks can be taken for both ears in less than twenty minutes, 
not merely by an aurist, but by any assistant possessed of normal 
hearing and conscientiousness.. 

To convert this percentage of duration of hearing into percentage 
of actual hearing power is a problem which is certainly of great 
interest and probably of great practical value. Undoubtedly as a 
step in the direction of scientific righteousness it merits our careful 
attention. In the mere testing with the watch or the voice we ought, 
if we are to be accurate in our measurement of the patient’s acuity 
of hearing, to allow for the fact that sound diminishes as the square 
of the distance. To grasp and apply this comparatively simple rule 
would disconcert many of us; how much greater is the difficulty in 
calculating the percentages of hearing by the tuning-fork when we 
remember that the tone dies away by logarithmic decrements with a 
factor peculiar to each individual tuning-fork. Bezold, by adopting 
a rule of Edelmann’s assuming that the decrement of all tuning- 
forks was the same, calculated out a very near approximation to the 
desired result. Schmiegelow adopted the method of measuring the 
distance at which the fork under investigation was heard at the 
end of the different periods of duration. Ostmann’s method is in a 
way an extension of Gradenigo’s, being founded on the principle 
that the visible and calculable amplitude of vibration is an index of 
the intensity of the sound. Gradenigo makes them exactly propor- 
tional, but in reality the intensity varies:as the square of the ampli- 
tude. My friend, Dr. Womack, investigated for me the set of forks 
I use, employing the microscopical method for finding the constant 
factor peculiar to each of the lower forks and the distance method 
for the higher ones. He has prepared» for me charts which show for 
the nine forks the relation borne by the percentage duration to the 
percentage auditory acuity. It will be seen that the divergence is 
greatest at the middle of the duration, 50 per cent. of duration in 
case of a tuning-fork of medium pitch being equivalent to only about 
15 per cent. of normal auditory power. 
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How far this correction of the charts with which we have so long 
been familiar will lead us to greater accuracy in diagnosis is quite 
uncertain, and for the present Hartmann’s claim to our gratitude 
is certainly indisputable. 

DIAGNOSTIC VALUE OF TESTS FOR HIGHEST PITCHED TONES. 

It is pretty generally accepted that loss of hearing for the highest 
pitched tones is characteristic of and, indeed, almost pathognomonic 
of disease of the labyrinth, we may almost say of the lowest turn of 
the cochlea. The tympanic apparatus is mainly required for the 
conduction of the comparatively slow vibrations of the lower pitched 
tones, and in spite of it being diseased or at least fixed, the highest 
pitched tones are heard. If, with evidence of disease of the con 
ducting apparatus, the hearing for the highest pitched tones is de- 
fective or lost, we assume that there is simultaneous labyrinthine 
disease. 

If our tests exclude disease of the conducting apparatus any deaf 
ness present must be attributed to disease of the auditory nerve in 
its labyrinthine expansion, its trunk, its cortical center or the fibers 
of communication between the nerve and this center. If the deaf- 
ness is, under these circumstances, most marked for the highest 
tones, the affection is most probably situated in the cochlea. Should, 
however, the defect of hearing be equal or more pronounced for 
deep tones, the portion of the auditory nervous apparatus concerned 
is more probably some part other than the labyrinth, possibly the 
cortical centre. 

What is the foundation for this view? 

Gradenigo, in Schwartze’s handbook, asserts it as well established 
by his experiments and observations, and Politzer’ quotes Gradenigo 
directly. The typical defect for high tones is shown in most of our 
charts of hereditary syphilitic disease known usually to affect the 
labyrinth. On the other hand, in Siebenmann’s* case of central dis- 
turbance of hearing depending upon a lesion of the crural tegu- 
mentum, the perception of the lower tones was the first affected, 
later the perception of all tones being equally diminished. In 
Gradenigo’s® cases of lesion of the auditory nerve-trunk, the tones 
in the middle of the range were the worst heard. 

I have ventured to lean on these results and to assume as a prac- 
tical rule that in cases of nerve-deafness in which the defect is not 
most pronounced for the highest pitched tones, but for all tones in 
pretty equal proportion and perhaps even more for the lower tones, 
the affection is probably one of the auditory center rather than the 
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labyrinth or nerve-trunk. If, further, there is no evidence of an 
organic lesion of the other cranial nerves or central nervous system, 
there is a reasonable probability that the affection is a functional 
one and the prognosis is ceteris paribus more favorable. I have 
applied this principle in numerous instances, as in neo-marital and 
tobacco forms of nerve-deafness. Two most striking cases, one of 
hysterical deafness, and one of neurasthenic dulness of hearing, | 
published in the Journal of Laryngology. In the former’ the hear- 
ing, which suddenly returned, had been so genuinely extinguished 
that the patient spontaneously acquired the art of lip-reading. In 
the latter’ a little more generosity in diet, stimulants and rest and 
greater economy of labor and of conscientiousness resulted in recov- 
ery. 

In regard to lengthened bone-conduction may I state a conviction 
that this is produced by increased tension in the conducting appa- 
ratus, not by simple obstruction, as I have found it practically absent 
in cases of uncomplicated ceruminal occlusion? 

We will all admit, no doubt, that in combinations of affections 
of the nervous and conducting apparatus the shortening of bone- 
conduction due to the former may neutralize the lengthening due to 
the latter. The degree of loss of air-conduction and the alteration of 
the aero-osseal difference (negative Rinné) may here enable us to 
check results. As a rough rule I think that in pure “obstructive” 
deafness the amount of loss of A. C. should be about equal to that 
of the increase in B. C. 


THE ACTION OF QUININE ON THE AUDITORY NERVE. 


The more the nature of the changes produced by quinine in the 
internal ear is investigated, whether from experimental or clinical 
research, the more complicated the question becomes. Kirchner’s 
somewhat crude experiments seemed to have proved that there was 
a congestion with effusion of blood in various portions of the 
labyrinth. It was later elicited that in each case the animal’s death 
was accompanied by convulsions, and it was shown by Grunert that 
in animals killed in such a way as to produce convulsions, but with- 
out any administration of quinine, similar disturbances were pro- 
duced in the labyrinth, though possibly in a less degree. | 


Wittmaack’s experiments showed that changes were brought about 
in the auditory cells and in the auditory nerve of such a nature 
that Nissl’s bodies disappeared, a phenomenon seen in degeneration 
of other parts of the nervous system. This very objective observa- 
tion left unanswered the question as to whether congestion or 
anemia was produced. 
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In favor of the anemia theory was the analogy with the quinine 
amblyopia cited by Brunner. This is accompanied by an unmis- 
takable anemia of the retina and the citer argued by analogy that 
the same condition must be present in the labyrinth. It cannot be 
said that his contention has been altogether disproved, and some 
highly competent observers (I may mention among them Dr. Milli- 
gan of Manchester) are of the same way of thinking. The majority 
are, however, apparently inclined to believe in the existence of a 
congestive condition. Rossa reports the actual occurrence of visible 
congestion of the tympanic membrane as the result of the adminis 
tration of quinine. Blake warns against its administration in 
cases of inflammatory congestion of the ear (though it must be ad- 
mitted that the ultra-conservative or anti-paracentesis school 
headed by Zaufal and Piffl give salicylate of soda with a view of 
cutting short an acute otitis media.) Numerous writers accept with- 
out question the view that these drugs cause congestion of the 
labyrinth, and I myself am of this opinion, as the result of inference 
from general clinical observation and also from finding the tinnitus 
produced by quinine quieted by compression of the vertebral arter- 
ies. This has the effect of diminishing the blood-pressure in the 
basilar artery, its branches, the internal auditories, and, thereby, in 
the vessels of the labyrinth.” I may remind you that this compres- 
sion may be made in the suboccipital region, the thumb and finger 
of one hand being placed in the hollows behind the mastoid pro- 
cesses while counter-pressure is exercised by means of the other 
hand placed on the forehead. As the arteries lie under the com- 
plexus muscle the pressure has to be rather firm. If stich pressure 
checks pulsating noises or vertiginous feeling, the inference is that 
these are due to congestion in regions supplied by the branches of 
the basilar artery, probably the internal ear. 


QUININE IN AURAL VERTIGO. 

Allied to the question of the effect of quinine on the hearing-powet 
is its mode of action in cases of aural vertigo. In regard to this it 
is hardly too much to describe it as specific. One might almost bor- 
row a term from the homeopathist and call it dynamic. I need not 
recall to you the history of the matter. It was first supposed that 
enough had to be given to destroy the functions of the entire internal 
ear, the vertigo ceasing as soon as the auditory power was ex- 
tinguished. Needless to say, one hesitated to adopt such a drastic 
measure, and quinine did not take in the routine treatment of aural 
vertigo the place which it deserved. With some it is more habitial 
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to treat “Méniére’s disease” with bromide and iodid of potassium. 
I made an attempt to distinguish “congestive” from “anemic” 
forms, giving bromides in the former and quinine in the latter, but 
found that so far as the vertigo was concerned, quinine was effica- 
cious in both. As regards the dosage, I found large quantities quite 
unnecessary, and one grain or even the half or the quarter of a 
grain (with or without ten to fifteen minims of dilute hydrobromic 
acid) was ample. In fact, I ventured the opinion that quinine acted 
in regard to vertigo neither by causing congestion nor anzmia, but 
by exercising a direct sedative effect on the vestibular nerve. The 
recent experiments’ of Dreyfuss have confirmed this view and es- 
tablished it on a scientific basis. These experiments were carried 
out on guinea-pigs by means of the rotating table, and he found 
out the peculiar attitude adopted by the animal when the rotation 
reached a certain minimum degree of rapidity. When he rotated 
animals which had been dosed with quinine he found that a very 
much higher degree of rapidity was required in order to induce the 
adoption of this attitude, the sense of disturbance being obviously 
dulled by the drug. It seems to me that these results should give us 
the greatest confidence in the employment of this remedy in aural 
vertigo, remembering, however, that many other contributory factors 
in treatment are of undoubted importance. Among others we may 
note the value of a few days’ rest in bed, the treatment of the ali- 
mentary system, the kidneys, etc. 

In cases in which the diagnosis between aural and epileptic vertigo 
present difficulties, which Dr. Risien Russell so well described in 
a discussion by the Otological Society of the United Kingdom, I 
believe we have in quinine a test well worthy of consideration. 

A rough rule in regard to the action of drugs in some important 
types of vertigo is that aural vertigo is benefited by quinine, epilep- 
tic by bromides, renal by iodides and traumatic by small doses of 
perchloride of mercury. I am assuming for the moment that there 
is no obvious aural lesion (polypus, cholesteatoma, etc.) which the 
practical otologist would not overlook, nor the ocular, cerebral, spinal 
or migrainous disorders which he ought to keep in mind. 


SOME USES OF INSPIRATORY EFFORTS IN NASAL AND LARYNGEAL 
THERAPEUTICS. 


In a paper by Klebs, read before the German Otological Society, 
attention was drawn to an observation of Hunter regarding a point 
in the physiology of the respiratory and vascular system, which 
seems to me of great importance to the rhinologist. It is to the 
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effect that during vigorous inspiration the expansion of the chest 
must mechanically induce a certain amount of dilatation of the cavi- 
ties of the heart and great vessels. In-suction of blood is thus pro- 
duced and this must ceteris paribus lead to a diminution of the 
blood pressure in the peripheral vessels and among others those of 
the upper respiratory passages. The direction of suction favors the 
formation of coagulation plugs in vessels which may have been 
opened, as by operations in the nose. 

Patients are, therefore, recommended to avoid snorting out, but, 
on the contrary, to snuff vigorously up through the nose and spit out 
by the mouth any blood which has been drawn into the back of the 
throat. I have thus found the hemorrhage after operations for 
adenoids, for instance, diminished to an extraordinary degree if 
these instructions are carefully followed. I may incidentally offer 
as an argument in favor of the short anesthesia for these operations 
that the patient is all the sooner able to perform these voluntary 
movements. 

Another application of inspiratory effort is its use in the emptying 
of accessory nasal sinuses. Mott of Arnheim recommended in 
cases of acute catarrh of the frontal sinuses that the patient should 
pinch his nostrils and then draw a full breath, thus exercising suc- 
tion more or less on all the sinuses, but as a rule chiefly on the 
frontal, as having the most dependent opening. By changes in 
posture the various cavities may be put into favorable position as, 
for instance, the sphenoidal by bending the head downwards and for- 
wards, as I have several times observed. 

For the purpose of suction of the nasal sinuses the mechanical 
arrangement devised by Sondermann is very recommendable. It 
consists of a nose-piece like an anesthetist’s face-piece in miniature 
provided with pneumatic India rubber cushions round its margins 
so as to fit air-tight. To the front of it is attached a tube and air- 
ball with valves so arranged as only to allow of exhaustion. The 
ball is compressed and only allowed to expand when the patient 
raises the soft palate by the utterance of the sound “ee” or “kee.” 
With a little practice the knack is easily acquired and very marked 
suction effected. I have observed this in both the frontal and sphe- 
noidal sinuses. The relief afforded in a chronic frontal catarrh in 
the person of the wife of a Canadian medical friend was most strik- 
ing. 

Again for the irrigation of the nose I think I have utilized the 
process of inspiration to great advantage. A small glass vase has 
a cork with two tubes, one going down to the bottom of the vessel, 
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the other only through the cork. The former has a bulbous orifice 
at its outer extremity to fit the patient’s nose; the other is cut quite 
short. If the patient snuffs vigorously through the tube the liquid 
from the bottom is drawn up through the nose and back into the 
throat where it can be spat out. It will be remembered that when 
the air is snuffed up the nose it runs up towards the roof before 
going backwards, and the same direction seems to be followed in 
some degree by the fluid, as I have often seen the middle meatus 
thoroughly cleansed by this method. It has another advantage, 
namely that the vis a fronte draws it past the Eustachian tubes, so 
that the risk of infection of the middle ear is reduced to a mini- 
mum. ‘The instrument reduced to its simplest form consists of a 
short tube with a bulbous orifice. 

Inspiration may be practiced for the benefit of the larynx, and 
those who have not introduced Leduc’s tube for the inhalation of 
powders into the larynx into their practice, would do well to give 
it favorable consideration. It consists of a glass tube of about 10 
inches in length, one end of which is pushed to the back of the 
patient’s throat while the other is placed in a small saucer contain- 
ing the powder to be inhaled. The end in the throat is curved 
downwards for about half an inch through an angle of 100°. The 
opposite end is bent down for 3 inches so as to dip conveniently in 
the powder. The lips are compressed firmly round the tube and 
if a sharp sucking inspiration is made, a quantity of powder is 
drawn into the larynx. This can be done by the patient, who thus 
has placed in his hands the means of anesthetising a tuberculous 
larynx and of rendering the swallowing of nourishment possible in 
cases in which it would otherwise not have been so. 

Among the most useful powders are: Di-iodoform as an anti- 
septic. Orthoform as a local anesthetic in ulceration. Anesthesin 
similarly a local anesthetic and antiseptic. It is useful also when 
there is no ulceration and tends to reduce edema. Its anesthetic 
action is in my experience shorter than that of orthoform. A com- 
bination of two parts of orthoform with one of resorcin acts as an 
excellent anesthetic and antiseptic. 


There is no doubt that in persons with weak and dilatable hearts 
the inspiratory efforts I have described should only be practiced 
with the greatest discretion and in some cases should be avoided 
altogether. Incidentally I cannot help thinking that the violent 
inspirations through the nose, which are such a feature of some 
courses of physical instruction, may lead to cardiac dilatation, more 
especially in the presence of nasal or naso-pharyngeal obstruction. 
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THE VALUE OF INTRANASAL TREATMENT IN SPASMODIC ASTHMA, 


Considerable divergences of opinion have been expressed with 
regard to the influence of intranasal disease in the production of 
spasmodic asthma. My views were stated in my address as presi- 
dent of the Huinterian Society of London in 1900.” I then ex- 
pressed myself to the effect that asthma is a disease in the treatment 
of which general medicine owes much to the specialist, and every 
practitioner in diseases of the nose must have before his mind cases 
in which the treatment of the nasal cavity has resulted in long and 
even permanent relief from the suffering depending upon this dis- 
ease. I went on to say that, at the present time, physicians make a 
rational search for nasal symptoms and when such are present or 
suspected, then only are the patients brought before the notice of 
the rhinologist, and under such circumstances the percentage of 
beneficial results is by no means a contemptible one. 

It would indeed be strange if the important experimental proofs 
of the interaction between the nerves of the nasal mucous mem- 
brane and those of the bronchial muscle, brought forward by 
Brodie and Dixon, were not confirmed by clinical experience. No 
doubt the exaggerated hopes raised by Hack and his followers, and 
the natural disappointments that ensued, were calculated to bring 
the nasal theory and the practice founded on it into discredit. The 
harm done thereby was small, however, compared with the result 
of leaving the nasal condition alone. I remember well the case of 
a medical man who, on account of asthma, had been obliged to give 
up his practice near London and retire, at great loss, to a town on 
the South Coast. He had acted on the advice of a physician who, 
he states, had actually not even examined his nose. At-a later 
period, too late for the mischief done to be repaired, I found his 
nose packed with polypi which must have been already present, 
though no doubt in a lesser degree, when the asthma had established 
itself. Mr. Mayo Collier narrates another case in which the same 
spirit of skepticism had prevailed. On the other hand, all must 
have seen, as I have done, occasional cure and frequent relief fol- 
lowing the removal of nasal sources of irritation. As illustrating 
the effect of nasal treatment I may say that I have observed at least 
two cases in which the attacks were checked by a nasal spray of 
mucin as devised by Mr. Stuart-Low. The immense vogue obtained 
by the advertised nasal spray “cures,” which appear to contain 
chiefly cocaine, adrenalin and atropin, shows how beneficial nasal 
treatment can be. The results obtained by Francis by cauteriza- 
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tion of the septum, however explainable, offer strong confirmation 
of the value of the intranasal treatment. 

In order to check my impression by the results of cases, I wrote 
some years ago to eleven patients and found that three of them 
were cured, three much improved, four relieved for a time and one 
not relieved at the time but cured subsequently. These were a 
few consecutive and unselected cases, and did not include others 
before and after, among which I could easily quote some of my 
most satisfactory results. This is very much what one would have 
expected and I think it sufficient to justify comparatively moderate 
views. In.reality it probably makes the case for nasal treatment 
less favorable than it ought to be, because among the failures there 
were certainly some who did not give the treatment a fair trial. 
One, for instance, was an alien lady who, for reasons of economy, 
chose to be treated in the hospital, but being quite unsuitable for 
charitable treatment, withdrew herself from the institution and 
from my care, to the detriment of the result. In another instance 
the irritation caused by the operation induced a temporary aggrava- 
tion of the asthma (a clear proof of the causal nexus), and the 
recovery which followed took place in other hands and was at- 
tributed, I am informed, to the administration of small doses of 
arsenic. Again, from one cause or another, intranasal operations 
are sometimes, as such, unsuccessful in my hands, though possiblv 
other and more skillful or less experienced nasal surgeons can boast 
of having no disappointments. I can not. 


SCLEROSIS OF THE MIDDLE EAR. 


One of the most distressing problems is the nature, cause and, if 
possible, the cure of those insidious progressive and incurable forms 
of deafness without visible change in the tympanic membrane and 
without narrowing of the Eustachian tube. I need hardly say that 
I refer to what is now known as sclerosis of the middle ear, otoscle- 
rosis, ankylosis of the stapes, chronic labyrinthine capsulitis. 

It has taken long for this condition to have its proper place in 
our otological nosology, many of the cases formerly described as 
nerve-deafness being doubtless examples of this disease, and many 


cases described as sclerosis being really chronic tympano-Eustachian 
catarrhs. The introduction of methodical tuning-fork tests cor- 
rected the former error to a considerable extent, the latter one being 
apparently still current, if we may judge by the descriptions of 
stenosis of the Eustachian tube and thickenings of the tympanic 
membrane in the accounts of cases put forward as instances of 
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sclerosis. There may no doubt have been in these cases an ankylosis 
of the stapes, but in any event they were certainly not cases of pure 
sclerosis as we now understand. In Professor ‘Politzer’s second last 
edition of his great text-book, cases of sclerosis were included in the 
account of chronic catarrhal adhesive processes, although among the 
drawings of his pathological sections were beautiful specimens of 
the disease in question. In his latest edition (1901) it need scarcely 
be said that the condition receives ample individualization and is 
most clearly named and described. Panse, Stern, Katz, Sieben- 
mann and others have added important contributions to our knowl- 
edge and Denker’s monograph” gives a complete study of all the 
original work on the subject. Recently it was discussed by the Oto- 
logical Society of the United Kingdom, Dr. Albert Gray” adducing 
reasons for thinking that the osteitis and osteoporosis, now recog- 
nized as the main morbid anatomical condition, was attributable to 
a slowing or feebleness of the circulation. This view was cor- 
roborated by my own and others’ observation of its occurrence in 
young anzmic women and also by the familiar fact of its frequent 
inception after child-birth. What its exact pathogenesis may be 
seems still obscure and of course the post mortem examinations are 
few in number and do not afford much guide as to the early stages. 
It is interesting to note the observations of Ducrest’ and Moreau” 
to which Professor Kolisko first drew my attention. They found 
small osteophytic plates on the inner surface of the skulls of women 
who had died in child-bed, though it must be admitted this suggests 
nothing more definite than a tendency to osteoid changes in asso- 
ciation with parturition. The part played by parturition in exciting 
osteo-malacia is perhaps also suggestive, though it cannot be said 
that the osteo-porosis of otosclerosis presents much in common with 
the limelessness of the bones in the other disease. Possibly more 
numerous sections may throw greater light on this obscure matter. 
I think it probable that it will be found to arise from various 
causes. Among others I am disposed to give a prominent place to 
that strange disease, chronic osteo-arthritis deformans. In many of 
my cases of sclerosis I have found evidence of actual arthritis or of 
its early symptoms, with frequently a history of its existence in the 
family, especially in the mother. Again, in the examination of 
some cases of osteo-arthritis, I] have found, with even quite slight 
disturbance of hearing, a negative Rinné, but without indrawing of 
the membrane, narrowing of the Eustachian tube or improvement 
on inflation. In such cases the remedy most likely to be beneficial 
is the carbonate of guiacol. 
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Siebenmann has initiated a plan of treatment by means of phos- 
phorus and anything advanced with the weight of his opinion de- 
serves our very highest consideration. I confess, however, a diffi- 
culty in following the arguments in favor of this recommendation. 
It is founded on the observations originally made by Wegner and 
confirmed by Miwa” and Stoetsner, that in young animals the ad- 
ministration of phosphorus modifies the bones in such a way that 
where spongy tissue should be formed in the growing bone, dense 
solid tissue takes its place, which, examined by the naked eye and 
microscope, is found to consist’of well-formed bone. 

With these results before us, I fail to see a priori the advisability 
of administering a drug whose action seems to be to cause solidifica- 
tion of spongy bone, thereby rendering it all the more dense. Pos- 
sibly there is some flaw in my reasoning and I am most open to 
conviction if I am in error. However, Professor Siebenmann” 
says that in about 50 per cent. of the cases treated with phosphorus 
the result as regards “cessation of falling off of hearing-power” was 
very satisfactory. These statements may be accepted as unquestion- 
able, but we are free to consider whether the cessation was a result 
or simply a coincidence. 

This brings us to the very important question of prognosis, in 
regard to which all who have had much experience know the neces- 
sity of caution. We were formerly led to believe that these cases 
went of necessity from bad to worse till the patients became “‘stone- 
deaf,” and we accordingly told them so and said we could do nothing 
for them. I cannot say there is very much more we can do for them, 
but we have seen so many cases who years later were no worse 
and, if anything, a little better, that we are justified in most in- 
stances in reassuring them that there is, at all events, no certainty 
of their getting entirely deaf or even worse than they are beyond 
the natural changes incident to advancing age. In short, although 
we cannot offer any hopes of recovery, we need not give a prog- 
nosis of despair. 

As to the influence of child-birth in originating or increasing oto- 
sclerosis, there can be no doubt, but whether we are justified in 
prohibiting marriage or in inducing the extrusion of the fertilized 
ovum in the subjects of this disease, is a very anxious question. 
Marriage is not always followed by child-birth, and child-birth is 
not always followed by increase of oto-sclerotic deafness, so that 
on the whole, in view of the uncertainties of result on the one hand 
and the sociological advantages of wedlock on the other, we are only 
justified in giving warning as to possibilities, not in uttering a 
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prohibitive prognosis. One of my earliest patients with sclerosis 
of considerable severity eventually married, and instead of getting 
worse as the result of two child-births, got, on the contrary, rather 
better. If marriage in any given case is likely to bring increase of 
happiness and comfort and to lead to the realization of legitimate 
aspirations, the result is calculated to be beneficial. 

Some years ago I tried the effect of vibration applied to the spine 
by means of a small electric motor on the spindle of which was 
attached eccentrically a disc of metal so as to impart a jarring move- 
ment during its rotation. This was intended to supply such me- 
chanical vibration as is experienced in a railway train or omnibus 
which, as is well known, produces for the time improvement in the 
hearing, which is attributed to the noise rather than the vibration. 
The best situation is the lower cervical region and the vibration 
seems to be communicated to the ossicles with less risk of exhaust- 
ing the auditory nerve than when noisy acoustic vibrators are ap- 
plied to the ear. The treatment was applied for about five minutes 
at a time once or twice daily or at longer intervals until the patient, 
if improved at all, attained the maximum amount of improvement. 
I reported ten consecutive cases, in two of which very considerable 
improvement had taken place, in others a variable degree and in 
some cases none at all. The cases were of the typical sclerotic type 
and unrelieved by treatment carried out through the Eustachian 
tube. From time to time I meet a case in which this treatment 
affords some relief. 


DOES NASAL OBSTRUCTION CAUSE OR KEEP UP CATARRHAIL, CONDITIONS 
OF THE MIDDLE EAR? 


A question in regard to which a good deal of controversy has 
taken place is whether nasal obstruction, as such, can cause or keep 
up catarrhal conditions of the middle ear. The practical question 
was as to the utility or even the justifiability of operations for the 
removal of nasal obstructions on account of the persistence of aural 
catarrh in general obstructive deafness. 

That the influence of such obstruction has been immensely over- 
rated, I am perfectly convinced, but that in a certain proportion of 
cases it has a direct influence, I am equally certain. Naturally it 
is difficult to appraise its value in a large number of cases because 
the patients complain of the deafness and we adopt other methods 
of treatment over and above the removal of nasal obstruction. It 
is, therefore, only in rare cases, such as one in which I removed a 
septal obstruction on account of mouth-breathing ard pharyngitis 
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in a singer who made no complaint of dulness of hearing but who 
afterwards stated that the ear on the same side as the obstruction, 
which had been his “deaf ear,’ ceased to be deaf when the obstruc- 
tion was removed. 

I think it will be admitted that if the changes in the middle ear 
are such as may be produced by non-ventilation of the tympanum, 
nasal obstruction may be included as a particeps criminis, and its 
removal may be considered as indispensible or at all events justi- 
fiable. 

The best available evidence that non-ventilation is a causal factor 
in the aural disturbance is the occurrence of improvement in the 
hearing after inflation. This view was indicated by Dr. MacBride 
in a letter on the subject to the British Medical Journal” and it 
is one with which I venture to think most of us will agree, as also 
with the converse that in cases in which no improvement follows, 
and especially if there is at the same time free entrance of air on 
inflation, the ear is not at all likely to be benefited by the removal 
of a nasal obstruction. 

Perhaps it might be stated that in cases of pure nerve-deafness, 
nasal operation is all the more contra-indicated (the shock and hem- 
orrhage in nervous or anemic patients may be highly injurious). 
Here is a rule which seems absolute, but I can quote a case in 
which the removal of adenoids led to the complete recovery of hear- 
ing in the daughter of a medical friend, whose nerve-tone and gen- 
eral health appeared to be impaired by the presence of the adenoids 
but who suffered from nerve-deafness and not obstructive. This, 
however, is the exception and the rule remains. 

In judging as to the importance of nasal spurs, we may be 
very much misled if we are guided merely by inspection. We must 
remember that the majority of so-called “spurs” run obliquely up- 
wards and backwards and, therefore, in the direction of the current 
of inspired air. What, therefore, may to our eye look like a very 
formidable obstruction, may be in reality nothing of the kind and, 
therefore, in no need of removal. 

The debates in our British societies seem to have interested one 
of our German confréres, Dr. ROpke of Solingten, who, in connec- 
tion with his studies on the injuries of the nose and its accessory 
cavities, investigated the question of the influence of nasal obstruc- 
tion on the ear.” He found that in the large majority of cases 
the hearing-power was lower on the side on which the nose was 
obstructed. If there was lowered hearing power on both sides, it 
was almost invariably the ear of the side on which the nose was 
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obstructed, which was the worse. A further outcome of the in- 
vestigations was that the hearing (still in the majority of cases) 
was improved or even became normal within a few weeks after 
operative correction of the nasal obstruction, without catheterization 
or any other therapeutical measures being adopted for the middle 
ear. He attributed the aural trouble rather to the stagnation of 
the secretions behind the obstruction and to their being driven up 
the Eustachian tubes, than to the comparative negative pressure on 
which others have laid considerable weight and which I also think 
is not without some influence.” 

We have, therefore, to decide whether the apparent obstruction is 
acting in reality as such and also whether the hearing is improved 
by ventilation of the tympanum. 


NASAL OBSTRUCTION AND EUSTACHIAN CATHETERIZATION, 


I formerly found many cases in which the passage of a septal 
spur or deflection interfered with the passage of the Eustachian 
catheter as usually practiced, and I have seen some in which prac- 
titioners of experience had pronounced the passage of the in- 
strument as impracticable. One enthusiastic nasal operator glibly 
suggested that in such circumstances the obstruction should be re 
moved. 

By considering, however, the fact I have just recalled, that spurs 
generally run upwards and backwards, I hit upon the idea of in- 
troducing the catheter with the concavity upwards, the point lying 
on the floor of the nose under the anterior part of the spur. It 
will be readily seen that the farther the point advances inwards the 
more vertical room there will be for it under the spur, and thus 
placed it will get freer instead of more jammed, as it would be if 
the ordinary position were adopted. I published this in detail in 
the British Medical for September 28, 1901,” having found it then 
as now of the greatest value in what seemed impossible cases. In 
the first stage the tip of the nose has to be tilted well up, the shank 
of the catheter to stick up in the air, and the beak has to lie on the 
floor of the nose like the head of a golf-club on the turf. I have, 
therefore, ventured to christen it the “golf-club” method. My 
friend, Dr. Zarniko of Hamburg, has independently arrived at the 
same idea (a very natural one to a rhinologist) and published it in 
the second edition (1905) of his work on the diseases of the nose.” 
As he states that he has seen it nowhere precisely described I am 
sure my publication of it has not come under his notice. 
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IMPORTANCE OF SOME OF THE SMALLER TECHNICAI, DETAILS. 


I wish in the first place to state my conviction that many patients 
whom I have failed to benefit, have received benefit from colleagues 
into whose hands they have subsequently passed; owing to my 
having failed to carry out some small technical detail as thoroughly 
as I might have done. The converse also is true, and among the 
details which have been apparently imperfectly carried out, have 
been the tightening of the relaxed membrane, the full and complete 
use of the Eustachian catheter and bougie, and the application of 
the cotton-wool drum. 

In some cases the patient has assured me that instruments 
(catheters) had been passed up the nose, but that the ear had never 
before been so freely opened. What I have said with regard to the 
difficulty occasioned by a septal spur, explains some of these in- 
cidents. I would also attach importance to use of the intra-tympanic 
gum-elastic catheter of Weber-Liel. The fact of it being in situ 
in the Eustachian tube can be settled so decidedly by ausculta- 
tion during inflation, that it can be used with a degree of confi- 
dence that ‘the solid bougie does not give. In most cases, however, 
the fine transparent celluloid bougie serves our purpose, and I am 
indebted to Thost for an addition to its effect, namely, practic- 
ing vibration while it is in situ, as devised by Ernst Urbantschitsch. 
The vibration is effected by any of the ordinary mechanical ex- 
ternal vibrators applied on the ear, on the mastoid or, as I find 
best, over the Eustachian tube on a pad of folded linen between 
the lower jaw and sterno-mastoid muscle. The outer extremity of 
the bougie should vibrate visibly. Thost’s paper appears in the 
Festschrift dedicated to Professor Lucae.” 

The presence of general or circumscribed relaxation of the mem- 
brane is of course to be discovered by means of Siegel’s suction- 
speculum, which should be in more constant use. The application 
of contractile collodion is, in my opinion, the best local treatment 
and I feel convinced that even after the layer has peeled off, the 
membrane remains somewhat tenser than before. 

The artificial drum of cotton-wool, secured by a thread and 
moistened with paroleine, seems not to receive the routine use 
which it deserves, if I may judge by the cases calling for it which 
have come under my notice, in which others have not tried it. 


LIGATION OF JUGULAR VEIN. 


Some observations on the question of ligation of the jugular vein, 
which I communicated to the Otological Society of the United 
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Kingdom in June of last year,” met with the opposition which any 
views suggestive of abstinence from operative interference are apt 
to arouse. From remarks since made to me they appear also to 
have aroused some thought as to whether this operation ought to 
be performed as frequently as is done. and whether its effect is as 
innocuous and beneficial as is generally supposed. I will not trou- 
ble you with all the various arguments, but will remind you that 
“ Cheatle and 
myself among others, shows that a large number of recoveries from 


the experience of Macewen, confirmed by Heine, 


sinus-phlebitis can be brought about by operation on the sinus itself 
without ligation of the jugular. That Macewen’s remarkable series 
of successes’ without ligature would be infinitely continued I am 
not, however, prepared to think likely. 


In cases of thrombosis in the jugular bulb with pyemic symp- 
toms, ligation and opening of the jugular is in my opinion most 
formally indicated, as it is also when the trunk of the jugular is 
obviously the seat of an infected thrombus. There is in most sub- 
jects ample means for the establishment of collateral venous cir- 
culation, but this affords at the same time free access for the in- 
fective materials into the general venous circulation and the lungs. 
When gradual occlusion by a growing clot takes place, the collateral 
circulation is steadily established, but when a ligature is applied on 
a non-occluded vein, the sudden disturbance of circulation and re- 
versal of current is not so easily disposed of. I, as well as others, 
have seen proptosis from thrombosis in the cavernous sinus follow 
the operation and I have after death seen the pus extending down 
the deep vein of the neck after I had ligatured the jugular and 
drained it with utmost thoroughness. 

You need not be reminded that half the cases of cerebellar abscess 
are associated with lateral sinus phlebitis and Pritchard has pointed 
out that in otitic abscesses in the cerebrum and cerebellum, the dis- 
ease can generally be traced along the veins emerging from the 
part. The lateral veins of the cerebellum, according to Poirer, are 
directed outwards towards the circumference of the organ and 
terminate for the most part in the corresponding lateral sinus, the 
most anterior ones in the superior petrosal. Dr. F. W. Mott in a 
private communication states as follows: “The fact that the lateral 
veins receive the vein of the nucleus dentatus is, in my opinion, of 
considerable importance in connection with the formation of an 
internal abscess of the lateral lobe of the cerebellum by a direct 
extension of an infection of the lymphatics from the lateral veins 
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to the internal structures of the organ. From this it appears that 
ligature of the internal jugular vein would certainly lead to venous 
stasis of the whole lateral lobe of the cerebellum of the correspond- 
ing side.” 

In the case of occlusive clot, such as is common in chronic cases, 
a ligature can do little or no harm beyond, of course, the damming 
of the inferior petrosal sinus, but when, as in acute cases no such 
occlusion is present, I feel great diffidence in applying one. The 
opinions of authorities on this subject vary, and I beg to refer tc 
my paper in the sixth volume of the Transactions of the Otological 
Society and to ask for an unbiased and “unheroic” consideration of 
this problem. 


THE PRESERVATION OF MATRIX IN CHOLESTEATOMA OF THE MIDDLE 


EAR. 


It must have happened to all who have had much experience in 
otology to have met with one or two cases in which the attic of the 
tympanum is lying freely open, the outer wall having completely 
disappeared while the cavity is entirely lined by a smooth pearly 
white membrane. Occasionally the loss of bone extends to the 
postero-superior wall of the osseous meatus, leaving an opening 
through which a cavity much larger than the antrum, though in- 
cluding this, is visible, the walls being covered by the same kind 
of shiny pearly white membrane. The patient may be free from all 
discomfort except the occasional accumulation of desquamative 
epithelial products which are easily removed. In such cases there 
has generally been a history of chronic suppurative inflammation 
of the middle eat of several years’ duration, characterized by the 
occasional occurrence of severe headache and the extrusion of white 
macerated skin-like formations. 

The course of events in such cases has been the development of 
the so-called cholesteatoma consisting essentially of a membrane 
lining the natural or pathological cavity in the petrous bone, des- 
quamating so that the cavity is filled with epidermoid scales, the 
central ones of which have broken down into cheesy masses contain- 
ing cholesterin crystals. Under the influence of moisture or in- 
flammation the desquamation is increased and the cavity thereby 
filled and distended; the pressure causes the walls of this to give 


way at their weakest part, and if, as in the fortunate cases we are 
describing, this is the part presenting towards the tympanum and 
external meatus, the bone in those places is gradually eroded until 
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the cavity is laid so freely open that there is sufficient room for the 
exit of the contents. 


The course of formation of such a cholesteatoma appears to be 
as follows: As the result of a suppurative inflammation extending 
into the antrum and adjacent cavities, the lining membrane becomes 
covered with granulations similar to those on an ulcer on the sur 
face of the body; in some cases, especially the tubercular ones, 
progressive caries of bone results and very little or no attempt at 
healing takes place. In the absence, however, of such a dyscrasia, 
the smaller bony trabecule give way and a comparatively large 
cavity remains, lined with granulation tissue. As the suppuration 
subsides the edges of the perforation in the tympanic membrane may 
become cicatrised, and it is possible for the granulations to subside, 
and a return to a fairly normal mucous membrane be effected. 
Should, however, the perforation in the membrane be peripheral, 
and there is a ready continuity between the epithelium of its outer 
surface and the granulations on the wall of the tympanic cavity, 
the same changes take place as on the surface of a healing ulcer 
on the leg. The cuticular epithelium proliferates over the granu 
lations from the periphery onwards until the whole ulcer, if not 
too large, is covered with a cicatrix which may be a fair sub- 
stitute for skin. In the middle ear this process has been traced, as 
shown by microscopical examination, to a considerable extent int 
the tympanic cavity; there is no reason why it should not continu 
through the aditus into the antrum, at first reaching only those 
portions of the walls of the cavity which are nearest this orifice, 
then gradually extending over the parietes until the whole cavity is 
lined with an epithelial cicatrix. Sometimes in performing the 
radical mastoid operation one finds the cavity in this condition. At 
other times the part nearest the mastoid surface is filled with granu 
lation tissue and the shiny cholesteatoma membrane is found on the 
inner wall of the antrum and the portions adjacent to the aditus. 
Probably in this case the epidermisation was gradually extending 
towards the remoter spaces and in time would probably have eventu 
ated in the formation of a typical cholesteatoma. Of course it 
would be impossible to predict whether this would be favorable or 
unfavorable to the patient’s life, as the centrifugal pressure exerted 
by it might result in erosion of the bone in the direction of the 
lateral sinus or the other cranial contents; if the circumstances 
were favorable and the locus minoris resistentia was in the direc- 


tion of the tympanum and external auditory meatus, the bone might 
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give way, as in the instance I first quoted, and the contents of the 
cavity find their way into the outer passage of the ear. The lining 
of the cavities thus displayed is sometimes as perfect as could be 
desired and when freely exposed to the drying influence of the air 
and kept dry by the avoidance of the introduction of water and by 
the use of alcoholic instillations, the patient’s condition may be one 
of complete comfort and safety. The main postulate is that the 
opening should be sufficiently wide for the entrance of air and for 
the immediate escape of desquamative products. It need hardly be 
said that it is only in exceptional cases that this takes place spon- 
taneously in the favorable direction, and as soon as the condition 
of cholesteatoma is recognized the surgeon should be ready to carry 
out the operation necessary for its free opening. In the absence 
of the 
postero-superior wall of the meatus, he is justified in giving a trial 
to such dehydrating measures as the instiflation or injection of 
alcohol in the form of rectified spirit, which may at first be diluted 
to the extent of 50 per cent. This preliminary treatment is all the 
more called for inasmuch as it is difficult, and perhaps impossible, 


of such evidences of pressure as pain, vertigo, and bulging 


to say beforehand how far the desquamating membrane extends into 
the mastoid cavities, and if this extension is very limited the neces- 
sity for operation may not arise. On the other hand, in the presence 
of pressure symptoms, no delay is permissible, and a free opening 
after the manner so well formulated by Stacke, is called for. If, 
when the opening has been made, it is found that the cholesteato- 
matous condition does not extend deeply into the cavities but that 
they are filled with granulation tissue and broken down bone, the 
hole should be thoroughly scraped out and suitable plastic arrange- 
ments for lining the cavity adopted. If the cavity is very small, 
any of the various well-known flaps may be formed, and cicatriza- 
tion over the granulating surface ence uuraged, the rapidity of heal- 
ing being in proportion to the smallness of the area which has to 
heal. Should the cavity be fairly large, I have no hesitation in 
saying that it should be lined by means of Thiersch’s skin graft 
according to the technic so perfectly devised by Ballance. Even in 
the hands of one who is only moderately expert in the technicalities 
of this process, the results far surpass those obtainable without it’ 
in cavities of the same size. 

In those cases, however, in which the cicatricial process has ex- 
tended over the whole of the walls of the cavity, I venture to believe 


that we have already to hand as good a lining as we can desire, and 








GRANT: PROBLEMS IN OTOLOGY AND RHINOLOGY. 47 


that it is not merely a justifiable, but a very desirable economy of 
the patient’s time and tissue to preserve and make the most of the 
lining in question. I have in several cases put this principle into 
practice and found a complete healing of the parts and drying-up 
of the discharge produced with a rapidity and ease unequaled in 
other cases. Under such circumstances I content myself with gently 
scraping out the contents of the cholesteatomatous cavity and leav- 
ing the white shiny membrane in situ, swabbing it carefully but 
thoroughly with rectified spirit. I then insufflate a quantity of 
sterilized aristol, a substance recommended by Mr. Ballance for use 
when plugging the cavity he has lined with Thiersch’s grafts, apply- 
ing over this a light tampon of iodoform gauze, and, after about a 
week, starting the instillation of alcoholic drops. 

In cases then, and there are such, in which a shiny uniform mem- 
brane is found lining the cholesteatoma cavity, I see every reason 
to think that this should be preserved instead of being scraped out, 
as is recommended by most operators up to the present. Should 
the membrane be pulpy, imperfect and not homogeneous, | am 
equally convinced that it is our duty to practice complete erasion 
and to-line the cavity by transplantation of a skin graft. 

In conclusion, although I can not boast of having made any 
original addition of value to our science and can merely pose as, 
at the most, a lucid expositor of elementary otology, I venture to 
believe that there have been few items of practical value published 
in French and German which I have failed to study for the benefit 
of my students and myself. I am bound to acknowledge above all 
our indebtedness to our German collaborators, whose industrious 
and enterprising use of their opportunities has so greatly advanced 
the usefulness and reputation of our art, as also to our French 
fellow-specialists who have clarified and systematized so much that 
was obscure and involved. It is to an Anglo-Saxon, however, that 
all are indebted for the establishment of otology on a sound basis 
of pathological anatomy, and Toynbee’s collection is still an illustra- 
tion of the remarkable powers of initiative which individuals of our 
race occasionally display, in spite of the absence of any present aid 
or immediate hope of reward. May we hope that in the friendly 
rivalry among the nations, others like Toynbee may help us to attain 


for Anglo-Saxon otology the position we would desire for it. 
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Trans., vol. vi, p. 95, also Journal of Laryngology, vol. xx, No. 9, 
p. 453. 

Operationen am Ohr., Leipzig, 1904. 
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THE RELATION OF THE PATHOLOGIC CONDITION OF THE 
NOSE AND ACCESSORY SINUSES TO THE VISUAL 
APPARATUS.* 


BY J. A. STUCKY, M.D., LEXINGTON, KY. 


Of recent years, many rhinologists and oculists in Europe and 
America have devoted much time, energy and thought to the rela- 
tion of the pathologic conditions of the nose and its accessory 
sinuses to the visual apparatus. The subject is by no means unfa- 
miliar, but the last word pertaining to symptomatology and diag- 
nosis has not been said. For this reason, and also to show the inti- 
mate relationship that should exist between the two specialties, the 
subject has been chosen for your consideration at the beginning of 
this, the eleventh annual meeting of the American Academy of 
Ophthalmology and Oto-Laryngology. 

The clinical signs of inflammation, suppuration, or obstruction 
of the accessory cavities of the nose and their influence on the eye, 
ear, nose and throat, and general health are frequently as varied 
and uncertain as the size, shape and position of these cavities. 

Brawley’ in a recent paper calls attention to some practically un 
recognized pathological conditions of the nose, the symptoms of 
which are purely ocular. The patient never has reason to suspect 
their nasal origin, and as the use of the eyes almost invariably in- 
creases the headache in these conditions, he consults an oculist for 
relief. Another reason for the belief the patients have that the eyes 
are at fault, is that correct glasses relieve, for a time, all or a greater 
part of the symptoms. This may be explained by the lessened con- 
gestion of the ciliary body, resulting from a relief of the eye strain, 
however small in amount. As congestion is the basis of the nasal 
condition, even a slight reduction in its total amount will give relief 
for a time from the more prominent eye symptoms 

Emphasis is placed upon some of the more prominent points in 
the differential diagnosis between sinus and ocular headache. The 
former is usually unilateral, and if bilateral, the pain is greater about 
one or the other eye. The accessory sinus pain or discomfort is 
more frequently intermittent, rarely constant and as bad in the 
sarly morning as at night. It is not relieved by closing the eyes, is 


* Address of the Vice-President read before the Eleventh Annual Meeting of the An 
erican Academy of Ophthalmology and Oto-Laryngology, St. Ciair, Mich., August 30, 31 and 
September 1, 1906. 
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aggravated by bending the head downward, and is relieved by a free 
discharge from the nose, or the use of weak adrenalin and cocaine 
solution sprayed in the nose. 

If the ethmoid sinus is at fault, the pain is referred to as neural- 
gia, of a boring nature, at the root of the nose, deep down between 
the eyes and radiating towards the side of the head. If the disease 
is active, there may be slight swelling of the upper eyelid and tender- 
ness on pressure at the inner orbital angle or over the anterior wall 
and floor of the frontal sinus as compared with the opposite side. 
Vertigo or dizziness which accompanies the bending the head down- 
wards, as in stooping to pick up an article from the floor, is often 
very pronounced, and differs from ocular vertigo in that it is the 
same whether the eyes are closed or open, and is not noticed except 
when bending the head downward, or jarring the body, or indulging 
in any sudden or violent exercise. 

The character of vertigo is with difficulty described, more fre- 
quently being spoken of as a “confused, dazed feeling, caused by 
pressure in the head.” The vertigo accompanying sphenoidal dis- 
ease often approaches the cerebral type, while that accompanying 
disease of the other accessory cavities is similar to that found in 
other locations where pus is being formed in some cavity and ab- 
sorbed into the circulation. 

When this form of vertigo is very pronounced, I have not always 
found evidence of suppuration, but more frequently a swollen, 
boggy middle turbinate which blocks up the middle meatus so com- 
pletely that the hiatus semilunaris and the infundibulum were com- 
pletely closed, thus interfering with free aeration and the exit of 
the secretions from the frontal and anterior ethmoidal cells. 

The etiology of both the vertigo and headache of nasal accessory 
sinus disease, is explained by the “Anatomic relation of the middle 
turbinate to the hiatus semilunaris and the infundibulum. The air 
in the frontal and the anterior ethmoid cells is imprisoned by the 
pressure of the middle turbinate against the lateral nasal wall, the 
turgescent tissues filling in the hiatus semilunaris and effectually 
blocking it. The lining mucous membrane of the sinus absorbs the 
oxygen from the imprisoned air, and thus creates a rarefied condition 
within the obstructed cells. This absorption results in a negative 
pressure and consequent swelling of the lining membrane and an 
increased blood supply to this: region. Venous stais to a greater or 
less degree results and may be shown by a swelling of the upper 


eyelid. Pressure of the congested tissues on the nerve endings, to- 
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gether with the stasis, produce the symptoms and results in the re- 
flex vaso-motor disturbances in the circulation of the neighboring 
structures. The essence of the whole matter is that there is inter- 
ference with the interchange of air between the nasal chambers and 
the accessory sinuses, and if pus or muco-pus is found, it indicates 
that infection has taken place from the nose.” This or a similar view 
is advanced by Robertson’, Ewing and Sluder* and seems most 
plausible. 

Most perplexing to the rhinologist and oculist are those cases in 
which there is pronounced mixed naso-ocular defect, in which all 
the symptoms of the eye strain and sinus disease are present. I have 
had several cases of this kind, of which the following is a sample: 
Miss T., with hyperopic astigmatism in both eyes, requiring plus 2., 
combined with plus .25 Axis 90°. This correction of refractive error 
gave marked relief for a short time, but the frontal headache, vertigo 
and lassitude continued. The turbinals were adherent to the lateral 
nasal wall and were removed; this was also followed by some relief, 
but it was of short duration. A radical frontal sinus operation was 
performed; pus and granulations were found in the frontal sinus, 
and the upper portion of the infundibulum was found completely 
blocked. ‘The anterior ethmoidal cells contained a mass of disinte- 
grated tissue in which pus and granulations existed. The peculiar 
and perplexing features of this case were: (1) The symptoms of 
ocular headache. The examination of the eyes showed a marked 
error of refraction. (2) There was no reference by the patient to 
any nasal trouble whatever, the pain described being apparently due 
to the eye strain. (3) The correcting lens afforded much relief, but 
the pain persisted rather more over the right than the left eve. 
Bending of the head forward, or jarring the body increased the pain 
and produced momentary vertigo. (4) The absence of subjective 
nasal symptoms and examination showed nothing abnormal except 
the adherent turbinals. It was only after weeks of treatment and 
close observation that disease of the frontal and ethmoid sinus was 
diagnosed. This case was seen with me by D. T. Vail and J. W. 
Murphey, and is cited to illustrate a not infrequent naso-ocular de- 
fect which is liable to lead us to overlook the concomitant nasal lesion 
where the ocular defect is pronounced. 

Orbital abscess and optic atrophy due to spread of infection from 
the ethmoidal cells or bursting of an abscess originating in the front- 
al or maxillary sinus are not infrequently met with, and serious vis- 
ual disturbances and infection of the delicate structures of the eye 
ball are not surprising when we recall the intimate aascular and 
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lymphatic relation existing between this organ and the nasal cav- 
ities. “Onodi has shown the relation of the optic nerve with the 
sphenoid bone and the posterior ethmoid cells, and in the majority of 
cases of active inflammatory conditions of these cavities the nerve 
is implicated. Indeed, if it were not for the double layor of perios- 
teum which covers the bone forming the barrier between the nerve 
and the sinuses, and for the protection afforded by the nerve sheath, 
it would be difficult to comprehend how this nerve could escape in- 
volvement in affections of the sinuses, as the separating layer of bone 
is frequently as thin as paper and contains many dehiscences. The 
involvement of the optic nerve may vary in degree from a simple 
edema to an active retrobulbar inflammation.” 

Dougilas* calls attention to a low grade of pachymeningitis fre- 
quently found in cases of suppurative ethmoiditis as follows: “In 
addition to head pain and ocular disturbances there may be other 
symptoms of a general character, such as fever, evidence of cerebral 
irritation -and congestion, neurasthenia and gastric disturbances. 
The increased and irregular temperature curve is due to pus absorp- 
tion. Gastric disturbances may be due to swallowing some of the 
fetid discharge of the sinus, and loss of appetite or a passive gas- 
tritis may result. Such cerebral symptoms as malaise, inability to 
concentrate the mind and actual depression, verging almost on mel- 
ancholia, are seen more frequently in the chronic cases. When cere- 
bral symptoms arise in sinusitis they indicate the involvement of the 
meninges without perforation of the wall of the sinus or, more 
usually, an actual perforation, in which later event abscess of the 
brain rapidly follows. Abscess of the orbit occasionally gives rise 
to cerebral complications, as meningitis, abscess of the brain and 
thrombosis of the cavernous sinus may follow. 

[ have seen one case of ophthalmoplegia externa in a case of sup- 
puration of the frontal, ethmoidal and maxillary sinus, in which the 
radical operation of Killian gave complete relief of all symptoms. 
The case is similar to one reported by Holmes.’ 

[am convinced from my investigations that many cases of pareses 
and paralyses of the extra-ocular muscles, supposed to be due to 
rheumatism or to syphilis, are caused by sphenoidal or ethmoidal 
disease, the muscles being involved, either by inflammation or by 
pressure from pus formation, or perhaps to peripheral infection of 
the nerve filaments supplied to the muscle involved. 

In nasal accessory disease, the majority of the profession associate 


with them the discharge of pus or muco-pus from the anterior or 


posterior nasal cavity. These are not the cases which give us the 
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most concern or that cause most trouble, or are difficult to diagnose. 
It is in the cases without nasal symptoms or obstructive lesion or 
discharge of pus or muco-pus that we find the greatest difficulty in 
diagnosis. It is what is aptly termed closed empyema which Douglas 
defines as follows: “The term closed empyema is applied to a cell 
or group of cells in which the discharge does not find an outlet, but 
is retained by a cyst within the cell, producing in time characteristic 
symptoms from pressure or deformities from enlargement of the 
cell. It is the closed empyemata which perforate bordering cavities, 
such as the brain and orbit, and the closed empyemata are not lim- 
ited to the ethmoid cells. They are often seen in the frontal and 
the sphenoidal sinuses, but rarely in the antrum.” 

Not only are we misled by the abscess of external evidence of pus 
formation in these cavities, but we frequently meet with cases in 
which there is pressure between the turbinals and the septum which 
give all the symptoms of sinusitis when in fact pus is not present. 
The removal of the pressure alone gives relief. 

I know of no diagnosis more difficult than that of closed empyema 
of nasal accessory sinuses. With all our care in weighing the ob- 
jective and subjective symptoms, together with the careful use of 
trans-illumination and the x ray, our conclusions are often arrived 
at by exclusion and intuition. 

In the study of the region now under consideration there is still 
“much timber, tall and uncut”—much anatomical and physiological 
work to do, and a still greater field for study in the pathological 
realm. Laurels and gratitude await the patient and persevering in 
vestigations of our members as to the etiology, diagnosis and treat- 
ment of diseases of the nasal accessory cavities. Medical Journals 
and text-books are full of the results of the investigations of our 
ablest men, and from these every step to be taken to arrive at a cor- 
rect diagnosis can be learned. The ocular symptoms common to or 
produced by affections of the nose and accessory cavities are due to 
either an acute or chronic condition and are amenable to either local, 
systematic or surgical treatment; often all being required to give 
the desired relief. I have little regard for the long continuance of 
local treatment—it rarely does more than palliate the symptoms and 
delays the inevitable, thorough, systematic overhauling, or removal 
of the pressure and release of contained secretions, pus and granu- 
lations by surgical intervention. The part played by the lithemic 
expressions in the naso-pharynx, in the production of disease of the 
nasal accessory cavities, is an important one, especially in the acute 
form,’ and should be carefully looked after. 
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In the acute stage of the infection, the indications for treatment 
are entirely antiphlogistic, the chief indications being, first, to re- 
lieve suffering and discomfort ; second, to prevent suppuration. The 
patient should be put to bed, the room kept quiet, and bright light 
excluded as long as the eyes are sensitive. Arouse the secretions 
with full doses of calomel (5 to 10 grains) combined with a small 
quantity of ipecac. This should be followed in six or eight hours by 
a saline cathartic, sodium salicylate and sodium bromide, 10 grains 
each; pilocarpin grains 1-10 to 1-20 in four ounces of water every 
two or four hours till pain is relieved and diaphoresis is established. 
The activity of the skin should be maintained by frequent bathing, 
great care being used not to chill the patient when giving the bath. 
Dry heat should be applied to the frontal and occipital regions by 
the use of hot water bags: Locally, a nasal douche of hot normal 
saline solution applied both anteriorally and posteriorally, or Seiler’s 
solution in one-half strength, should be used twice daily. This not 
only keeps the passages clean, but is very soothing and grateful to 
the sufferer. 

If the nasal passages are occluded or uncomfortably “stuffy” a 
small quantity of the following sprayed into the nostrils every two 
to four hours is most effective and rapid in its action: Sodium chlo- 
ride grains 5, Resorcin grains 5, Adrenalin solution (1 to 1000), 
drachms 1, Aqua drachms 7. 

This strength of adrenalin is all that is necessary, practically no 
reaction following its use. Cocaine and opiates are mentioned only 
to be condemned, because of their unpleasant reaction and having 
a tendency to thwart the objects aimed at in the treatment. Only 
in exceptional cases have I found their use advantageous. 

Special care should be given to the systemic condition, the secre- 
tory functions being maintained in an active state. On account of 
the great susceptibility to recurrent attacks, convalescence should 
be guarded and the patient kept in doors until thoroughly restored. 

Acute catarrhal sinusitis, whether involving the ethmoidal, frontal, 
maxillary, or sphenoidal cells usually subsides spontaneously under 
appropriate antiphlogistic treatment. When suppuration occurs the 
imprisoned pus must be evacuated and thorough drainage maintained 
or serious results may follow. 


The following conclusions given by me in a recent paper on this 
subject embodying the results of my observations for the past fif- 
teen years, are still held to be conclusive of the fact that not enough 
attention has been given the treatment of the acute form of nasal 
accessory suppuration, and that the importance of its early recogni- 
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tion is not fully appreciated. The suppurative process may exist 
in a latent form, giving rise to no marked local symptoms, and event- 
ually resulting in ocular or systemic infection. Chronic inflammation 
in a closed cavity has a tendency to pus formation, especially in the 
nasal accessory sinuses. While I have never met with a fatal case, 
such an issue undoubtedly occasionally occurs from absorption of 
pus or the invasion of suppurative inflammation through the optic 
foramen or the holes. in the cribriform plate. The more common 
sequels of chronic suppuration of the accessory sinuses are mani- 
fested by a low and persistent toxemia or some form of neurasthenia 
and migraine. The treatment is the same as for pus formation in 
any other part of the body—that is, free drainage and the removal 
of the morbid material. The middle turbinate body most frequently 
causes obstruction of the natural openings and thus interferes with 
free drainage, and its early removal decreases the necessity for more 
extensive and radical operation later. The radical operation of 
opening the sinus externally is not advised unless there is evidence 
present of carious bone and granulation tissue, which cannot be re- 
moved intra-nasally. 

In this day of specialism, there is a danger of our becoming cy 
clopic, with ouly one eye that sees only the oto-rhinological part of 
the body, overlooking the possibility of danger that may result to the 
ocular apparatus to which it is so intimately related. 

Each case is a law unto itself, and as stated before, the symptoms 
often vary as much as do the size, shape and position of the sinuses 
For these reasons the oculist and rhinologist, instead of drifting 
apart, should work closer together. 
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THE MIXED LARYNGEAL INFECTION.* 
BY CARL E, MUNGER, M. D., WATERBURY, CONN, 


That two diseases may exist at the same time in the human body 
is not to be denied; such being the case, it would not be at all 
surprising that one disease should exercise a preponderating influ- 
ence upon its fellow. That one disease lying dormant should have 
a restraining influence or power over another invading the system 
would not be remarkable. We have all of us, I suppose, seen in- 
stances of the period of invasion of acute infectious diseases being 
lengthened far beyond the period of expectation or experience by 
the outbreak of some other disease. 

In the larynx, we have exceptional advantages for observation 
and the whole range of the pathological changes is carried on under 
our very eyes. We have also in a syphilitic or tubercular larynx 
plenty of time for observation, and the various gross changes can 
be studied at our leisure. The statement that the two diseases may 
and do occur not infrequently together is made more or less pos- 
itively in the books written by Tobold, Schroeter, Gerhardt, Gott- 
stein, Isambert, Schech, Gougenhein, Zeisel, Grtinwald, and others.’ 
Schnitzler and Rice have called the attention of the profession to 
the concurrence of lues and tuberculosis of the larynx. That I can 
bring nothing new before this body, I am well aware; but it may 
not be unprofiable to give a little time to the consideration of these 
two frequent diseases of the larynx, as they may occur together. 
The diagnosis of a tubercular laryngitis alone or of a syphilitic 
laryngitis alone may be easy or difficult as the cases are typical or 
atypical. How much more difficult may it then be when syphilis 
and tuberculosis are at once present in the system, and lesions of 
one or the other or both are to be observed in the larynx. 

Helwes divides the manifestations of laryngeal tuberculosis into 
inflammatory or hyperplastic, and ulcerous or destructive, that is to 
say infiltration or ulcer; but even here the inflammatory condition 
may and most frequently is the precurser of the ulcerous, and if 
you will permit me I will quote briefly his differentiation of ulcer- 
ous tuberculosis of the larynx: 


* Read before the New York Academy of Medicine, Section on Laryngology and 
Rhinology, November 28, 1906. 
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(a) “The ulcerations which are the results of infiltration are 
irregular in form, of uneven base and with eater out sides or walls, 
the base being covered with a thin, white matter in which are to be 
found great numbers of the tubercle bacilli. 

(b) “Another form of ulcerous tuberculosis is that called the 
lenticular ulcer found mostly at the base of the epiglottis, and the 
false cords. 

(c) “A third form of ulceration (after Ortho) is that in which 
the ulcers are very chronic, and are different from the others by 
reason of their deepness and high wall-like sides, which are often 
thin and which often split. These are found mostly at the posterior 
part of the vocal cords, over the arytenoid cartilages and the false 
cords, and frequently extend as far as the perichondrium which they 
attack and destroy.” 

The syphilitic lesions of the larynx which should especially be 
considered are the tertiary ones, which are gummata which sooner 
or later tend to break down and become more or less de- 
structive in their tendencies. These lesions, tubercular or syph- 
ilitic, are usually easily differentiated from the general history of 
the case and the effects of the antisyphilitic treatment which may 
be instituted. 

There are, however, many cases which come under our notice 
which it is impossible to diagnose at once, and indeed even after 
careful consideration. I refer to that rather large class of laryngeal 
cases, where the disease may be tuberculosis or syphilis, or both. 
These cases are to be especially remarked from their lack of 
tendency to ulceration, although ulceration may infrequently be 
present and resemble the cases classed by Theisen’ as hypertrophic 
tuberculosis of the larynx, or as he says, more properly hyperplastic 
tuberculosis of the larynx, which he divides into two classes. The 
first includes those cases in which the characteristic changes in the 
larynx consist of either marked hypertrophy or hyperplasia of the 
tissues in which tumor-like formations occur without ulceration, 
the second in which distinct tumors occur usually covered with 
intact mucous surfaces and called by the French the “type of Avel- 
lis,’ which seem to originate frequently in the Ventriculus Morgagni, 
and may or may not be pedunculated. He further goes on to state 
that “there is a form of syphilitic tumor which I have observed 
several times, which like the tuberculous tumor, may or may not be 
pedunculated, is covered with intact mucous membrane, and may 
not break down for a long time.” Such cases are extremely difficult 
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to differentiate clinically from hyperplastic tuberculosis. A _his- 
tory of syphilis can be obtained and K. I. would clear up the diag- 
nosis, syphilitic hyperplasia, which is made up simply of granula- 
tion tissue and quickly breaks down, forming the typical ulceration. 
This is true also of syphilitic granuloma, which is simply an in- 
flammatory condition, which develops around an ulcerated surface 
and of the “Gumma.” 

The case which brought the subject of combination syphilis and 
tuberculosis of the larynx strongly to my attention was that of a 
man about 40 years of age, who came under my care Jtine 23, 1904, 
with a history of hemorrhages two years previously, and a diag- 
nosis of pulmonary tuberculosis. Out of door life and hygiene had 
checked the pulmonary lesions, and he had considered himself in 
good physicial condition. For about six months his throat had 
been sore, and he would sometimes lose his voice. He coughed 
frequently on account of an almost constant feeling of irritation in 
the throat. He was well nourished, digestion good, though the ap- 
petite had recently become poor. There was no dysphagia. Ex- 
amination of the lungs showed marked bronchial breathing at both 
apices. He had a hoarse whispering voice, which symptom was 
the reason of his applying for help. Tubercle bacilli had been 
found at different times during the early part of his pulmonary 
trouble. He had a syphilitic history extending back for nine years. 
Examination of the larynx showed an irregular mass on the right 
side of the larynx encroaching upon or reaching over the left 
arytenoid occupying about two-thirds of the interarytenoid space 
above the cords. The cords themselves at this time did not seem 
to be involved, and only showed a moderate degree of congestion. 
He was under my care for about nine months, all of which time he 
was taking large doses of K. I. The tumor seemed at first to 
diminish somewhat in size with a moderate amount of improvement 
in the voice, but in October he began to have a moderate amount of 
dyspnoea, increased on exertion, with severe attacks coming on in 
paroxysms. 

About this time, he had a rather copious hemorrhage from the 
left upper lobe, which cleared up quickly. Several small pieces of 
the tumor were removed and persistent steaming of the throat again 
rendered him comparatively comfortable. In December, a piece of 


the growth was sent to Dr. Zabriski for examination, who returned 


the report that it was distinctly not tubercular and was probably 
syphilitic. During January, his dyspnoeic attacks became more 
frequent and more severe, so much so that I had decided that in- 
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tubation or tracheotomy was demanded; but while on a visit in an- 
other city, he was taken with a severe attack of suffocation and a 
tracheotomy was performed. During all this time his temperature 
had been normal, the thermometer having been used two or three 
times a day. I did not see this case again for more than a year, 
when in April, 1906, he again came into my office with the tube 
still in situ. At this time, he had the appearance of a man who was 
very ill, emaciation quite marked, heart feeble. The tumor was 
markedly enlarged, the right cord could be seen only for a small 
space on attempted phonation, and there seemed to be a rather 
large amount of sub-glottic thickening. At this time he had the 
general appearance of a consumptive. The latter part of May, he 
went to the mountains, staid for a while, and died at home about 


the middle of August during my vacation. 


Another case which has been under my observation for a year 
is also interesting. A young woman, 25 years of age, came to 
the office September 4, 1905, with the history of having had jaundice 
two years previously. She began to cough in January and in June 
the tubercle bacilli were found. I had treated the father for tertiary 
syphilitic lesions of the soft palate, uvula and epiglottis in 1891. 
She had not been able to speak aloud since April, but had been 
hoarse for a year. Both cords were much thickened and red. There 
was an irregular mass involving the left arytenoid and extending 
into the interarytenoid space. 

Examination of the sputum showed the presence of tubercle 
bacilli, but few in numbers. The digestion was in good condition 
and she presented the appearance of a healthy young woman. There 
was neither dysphagia, odynophagia nor dyspnoea. The condition 
of the throat remained practically unchanged for six months; but 
by the first of June, the mass seemed to be getting slightly larger, 
and about July Ist, there was a small ulceration at the most prom- 
inent part of the tumor. At this time, both ventricular bands were 
thickened, the left markedly. There was a moderate amount of in- 
terarytenoid thickening, the cords were as they had been, clear. She 
began to loose weight slightly at this time. 

Examination of the throat in September of this year showed both 
ventricular bands were much thickened (a marked increase during 
the past month), a slight ulceration on the mass involving the right 
arytenoid, and a moderate amount of interarytenoid thickening. 
The voice has remained unchanged during all these months. On 
several occasions, I have found superficial ulcerations present, but 
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these would remain only for a short time causing only a very mod- 
erate amount of dysphagia. Both these cases were treated with 
kK. I., the first one especially for a long time and with large doses, 
the other with doses of a much smaller size on account of the un- 
toward effects on the stomach, though she has been on Donovan’s 
solution for several months. 

At the present time, this young woman’s throat presents about 
the same objective appearance, except that there seems to be a 
symmetrical decrease in the thickening, enough decrease to be noted 
on inspection, but not enough to make any perceptible improvement 
in the voice. She is slowly losing weight, and is apparently 
gradually losing ground. During most of the time that she has 
been under my control she has professed to feel perfectly well, and 
has complained only of the aphonia. 

A case quoted by Helwes as occurring in Seiffert’s Poliklinik, | 
will briefly relate as being a good example of the combined tuber- 
cular and syphilitic lesions. A man, 41 years of age, came under 
observation October 24, 1887. He had contracted syphilis 15 years 
before, and did not have medical attention. He was married but 
there had been no children. His wife had died three months pre- 
viously of “Consumption of the Lungs.” For the past two or three 
months, his voice had not been clear, but his respirations had been 
normal. For the same length of time, there had been an ulcer on 
the right side of the lower lip, which had not seemed to get better. 
The report of the examination of the patient was as follows: 

The patient is big, strong, and well fed. His voice is very 
hoarse. No lesion can be detected in the lungs. On the right 
side of the lower lip extending from the lip towards the chin is 
a red, hard ulcerous mass. The epiglottis is wide, lying a little 
towards the front. The right half of the larynx is normal. On the 
left side, under the free border of the ary-epiglottic ligament may 
be seen a light, red, half round tumor, with the tissue immediately 
surrounding it, very red, protruding into the interior of the larynx 
almost covering the left false and true cords. The diagnosis was 
gumma of the lower lip, and gumma of the larynx. The treatment 
was that for tertiary syphilis. Later in October, his voice became 
clearer. November 10th, his voice was clear, the gumma of the 
larynx was much smaller, so that the left false and true cords could 
be seen. The left vocal cord at its anterior half was red and ir- 
regularly thickened, without any ulceration whatever. ‘The left 
vocal band was also a little thickened. Jan. 1, 1888, the ulceration 
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of the lip was much deeper, but could be observed to be in a swollen 
condition, though not markedly so. On the free edges of the vocal 
cords, which are reddish and thick, are numerous ulcerations close 
together. January 3rd, tubercle bacilli were found in the sputum, 
and a slight lesion was demonstrable at apex of right lung. 

Gerhart® tells of a case which he considered a combination of 
tubercular and syphilitic laryngitis, and found that the anti-luetic 
treatment had no effect on the lesions, which were congestion and 
swelling of the cords with small ulcerations on the right vocal cord 
associated with a big ominous crater-like tumor on the rear wall 
of the larynx. 

Parker in his book, “Diseases of the Nose and Throat,” 1906, 
describes the lesions of the larynx, syphilitic and tubercular, as fol- 
lows: “The syphilitic lesions of the larynx are: 1. Gummata. 
2. Ulcerations. 3. Perichondritis and necrosis. 4. Resulting scars 
and deformities. There are three varieties of gummata, circum- 
scribed, diffuse and nodular. These all occur in the larynx, usually 
break down rapidly, but may remain stationary for a long time. 
The diffuse are ill-defined, smooth round swellings usually of th 
epiglottis, arytenoids or ventricular bands, although any part may 
be involved. The color is deep red. Later yellowish spots ar 
often seen in their centers, which denote a beginning of softening 
Though the swelling has no definite margin, the area of injection is 
well marked. 

The circumscribed guwmmata are rare, and occur as single dis 
tinct tumors on epiglottis, arytenoids or cords. They are smooth, 
round in shape, deep red in color, and often show signs of breaking 
down. 

The small nodular are rare, are multiple, and seen as small 
rounded elevations about the size of a pea. They are often so 
numerous as to coalesce. The cords are most frequently affected. 
Superficial ulcerations are rare. The deep ulceration is the most 
common manifestation of laryngeal syphilis. Superficial ulcera- 
tions when they do occur are most common on the epiglottis. Deep 
ulceration is a sequel of a pre-existing gumma, is punched out and 
crater-formed with sharp edges, with a red swollen and often oede- 
matous areola. The base is covered with pus and necrotic shreds 
which give it a grey appearance. 

Perichondritis may be the seat of gummatous infiltration, or it 
may be caused by infiltrations spreading from the overlying struc- 


tures. In early stages, perchondritis is characterized by great swell- 
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ing and limitation of the affected parts. Later, there is ulceration 
or abscess formation followed by necrosis of cartilage, scars or 
adhesions. 

The epiglottis may be partially or completely destroyed, or may 
become adherent to neighboring structures. The cords may adhere 
together, or be united by a web which commences in the anterior 
commissure or under surface of the cords and spreads backwards, 
often leaving but little room for respiration. Similar adhesions 
may take place between one cord and the opposite ventricular band. 
A narrowing of the subglottic region of the trachea may not be un- 
common. Fixation from one or both cords from true or false 
ankylosis of the Crico-arytenoid joints is quite common. 

Hyperplastic outgrowths may occur sufficiently large to cause 
dyspnoea, subjective symptoms of laryngeal syphilis and pain, 
dysphagia, dyspnoea and alteration of voice. The pain is apt to be 
severe. The dysphagia is most marked when the epiglottis is 
ulcerated. Dyspnoea is fairly common, and may be due to hyper- 
plastic outgrowths, perichondritis, impaction of a sequestrum, oede- 
ma, fixation, or paralysis of cords, or formation of cicatricial bands 
and adhesions. The voice may be hoarse, hard, and rasping, weak 
and whispering or completely aphonic. If there is necrosis there 
may be fetor of breath. 

The tubercular lesions are: (a) The miliary tubercles, which 
are small, round millet seed like nodules, yellowish in color, and 
scattered in groups over the laryngeal mucous membrane. They 
are usually accompanied with oedema and tend rapidly to coalesce, 
soften and ulcerate. (b) Single, localized tuberculosis tumors are 
met with in the early stages of phthisis or in cases of chronic lung 
disease. They are small, rounded tumors with a somewhat pale 
surface, and slightly oedematous appearance. 

The surrounding mucous membrane shows no signs of inflamma- 
tion, and is often anaemic and may remain unchanged for months or 
years, but eventually breaks down and forms ragged tubercular ul- 
cers though occasionally they may disappear spontaneously. They 
most commonly spring from the arytenoid folds usually a little to 
one side of the middle line. Similar tumors are more rarely seen 
on the edges of the epiglottis, arytenoid cartilages, and false or true 
cords. 

(c) Sub-glottic oedema may occur, characterized by symmetrical 
infiltration of the under surfaces of the vocal cords causing con- 


siderable swelling and suggesting another pair of cords on inspec- 
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tion. These infiltrations may be pale or congested, show little ten- 


dency to ulceration, and may cause considerable stenosis. 


(d) Limited infiltration with or without superficial ulceration is 
most commonly met with when the infection is limited to the in- 
trinsic parts of the larynx, and presents this picture. The epiglottis 
is very anaemic with small veins coursing over its surface. The ary- 
tenoids are just sufficiently oedematous to obliterate their normal 
outline. One cord is red with rough uneven surfaces, and there may 
be a superficial ulceration over the vocal process. This picture may 
be varied by both cords being affected or by one or both vocal bands 
being swollen, and sometimes superficially ulcerated, or again there 
may be slight thickening in the inter-arytenoid region with subse- 
quent superficial ulceration and later still pale oedematous granu- 
lations overhanging and hiding its edge. In rare instances the ex- 
trinsic parts of the larynx are affected and ulcerations are seen on 
the epiglottis, the aryteno-epiglottidean folds or the arytenoids. 

(e) Extensive infiltration with: oedema usually affects the aryte- 
noids causing at first a smooth pale translucent swelling of the 
mucous membrane modifying the normal outline of the parts, and as 
the disease advances there is considerable alteration in the shape 
of the parts. The arytenoids and aryteno-epiglottidean folds become 
greatly enlarged, and pyriform in shape, if bi-lateral, completely) 
hiding the inter-arytenoid fold and rendering the approximation of 
cords mechanically impossible. The epiglottis is turban shaped. 
Sometimes small yellowish tubercles may be seen in this oedematous 
translucent membrane, which after a time caseate and break down, 
causing multiple superficial ulcers. These may coalesce, forming a 
large irregular greyish ulcer with worm-eaten appearance. 

({) Deep and destructive ulcerations are found at later stages. 
If the upper parts of the larynx are affected there is much oedema, 
but in the lower parts ulceration may extend deeply while the 
cartilages may be affected and even necrosed without the occur- 
rence of much swelling. The epiglottis may become ragged and 
destroyed. The arytenoids may be ‘extensively ulcerated, their 
cartilages becoming necrosed. Perichondritis of the thyroid or 
cricoid cartilage may occur, causing fixation of the cords, and ulti- 
mately leading to necrosis and formation of abscess which may 
burst into the larynx or burrow into the neck. 

The symptoms are dysphagia, due to passage of food over ulcer- 
ated surfaces or to movement of larynx during deglutition and 
dyspnoea due to sub-glottic oedema, and excessive swelling of supra- 
glottic region. 
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Cough and expectoration, and alterations in voice, functional loss 
of voice is not uncommon, the weakness being due to want of ex- 
piratory force. The chief local causes are the infiltration of the ab- 
ductor and tensor muscles, oedema or swelling mechanically, peri- 
chondrosis, ankylosis of the crico-arytenoid joint, paralysis from 
pressure on the recurrent laryngeal nerve or swelling or ulcerating 
of the cords themselves. 

I have taken your time in the rehearsal of these well-known typi- 
cal objective signs of syphilitic and tubercular laryngitis as the cases 
of mixed infection or of supposed mixed infection seem far apart 
from them. These cases seem to be in a class by themselves. We 
have the history of tuberculosis, and we have the history of syph- 
ilitic infection. The resulting lesions seem to be neither syphilitic 
alone nor tubercular alone. They approach most nearly in appear- 
ance, the hyperlastic laryngeal tuberculous cases referred to by 
Theisen ; but in one of my cases, examination of the infiltrated tissue 
showed no evidence of tubercular infection, and on the other hand, 
thorough syphilitic treatment made no appreciable effect on the 
new mass of tissue, while near the end of life this unfortunate looked 
tubercular and died of tuberculosis. 

These cases seem contradictory. Instead of finding that a com- 
bination of syphilis and tuberculosis in the larynx runs a rapid 
course, or a more rapid course than either disease would alone, we 
find that the lesions are sluggish, the general health of the pa- 
tient does not seem to be much affected unless the lesions are so 
pronounced as to interfere with deglutition or breathing. If the 
lesions were syphilitic alone, from what we know of tertiary syph- 
ilis in the throat, we should expect to get the same brilliant results 
that we can get from its treatment when uncomplicated. If the 
lesions were tubercular alone, why could not this be determined by 
examination of tissue. We can hardly say that these lesions are 
neither syphilitic nor tubercular, and are simply inflammatory, as 
we have undoubted evidence of the double infection. It is a prob- 
lem, Gentlemen, and as Isambert* says, “The presence in the larynx 
of such a combination proves in most cases a very hard problem to 
solve.” 
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LYMPHO-SARCOMA OF THE PHARYNX LIMITING THE 
MOTIONS OF THE JAWS AND AXIS BY INVADING THE 
PREVERTEBRAL AND PTERYGO-MANDIBULAR SPACES.” 


BY OTTO T. FREER, M.D., CHICAGO, 


History. The patient was well until December 1904. At this 
time, he began to snore in his sleep and to have gradually increasing 
difficulty in breathing through his nose, so that in the course of 
some weeks he had to keep his mouth open at all times to breathe. 
His voice also at this time acquired the dead quality of obstructed 
nasal respiration and he gradually became somewhat deaf. He was 
first seen at the Chicago Policlinic on September 5, 1905. Posterior 
rhinoscopy at this time showed a pink growth with smooth surface 
arising from the vault of the pharynx and reaching downward until 
it almost rested upon the soft palate. Anterior rhinoscopy showed 
the nares to be clear. His hearing for the watch at this time was 
two inches for the right and three inches for the left ear. In spite 
of the suspiciously rapid development of this mass at a period of 
life when adenoid growths usually atrophy, its gross appearance so 
closely resembled that of a hypertrophied pharyngeal tonsil that it 
was deemed such and thoroughly removed with the pernasal forceps 
through the nose, perfect nasal respiration being established. The 
amount of tissue excised was great. Histologic examination of a 
microtome section of the excised growth showed nothing that could 
not accord with the diagnosis of a large fibrous hypertrophy of the 
pharyngeal tonsil. 

Shortly after the operation, the patient was lost from observation 
and was not seen again until September Ist, 1906, when he stated 
that nasal breathing had remained perfect until two months after the 
operation when the snoring and nasal obstruction reappeared but 
never became as marked as before it. The removal of the growth 
was followed by a discharge from the left ear which has existed ever 
since. There was no improvement in the deafness at any time. 
Since the operation he has had occassional nosebleed occurring about 
once in two weeks, the blood in some of these attacks flowing down 
behind the palate. In the few months preceding his second visit 
to the clinic, he declined rapidly in strength and weight and had 
headache with vomiting in the morning at times. In July, he began 

* Read before the Chicago Laryngological and Otological Society, October 16, 1906 
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to notice difficulty in opening his jaws and in swallowing, symptoms 
which have persisted with increasing intensity ever since. 

The record of the examination of the patient to October first, is 
as follows: Inspection of the oropharynx shows a bulging down- 
ward of the soft palate evidently due to a mass resting upon it 
above. The posterior wall of the pharynx also bulges in a forward 
direction so that it nearly reaches the velum palati making posterior 
rhinoscopy impossible. Exposure of the parts behind the soft 
palate by raising it with a palate hook shows a portion of a soft pink, 
nodular tumor to the right of the median line which extends out of 
sight up into the nasopharynx. The jaws can only be opened part of 
the way, being suddenly checked by a resistance when the incisors 
are 54 of inch apart. The lateral motions of the jaw are also nearly 
arrested in both directions. Rotation of the head in the atlo-axoid 
joint is only possible to a slight degree, the head being turned by 
twisting the entire neck. Nutation is free. In order to palpate the 
nasopharynx the patient’s jaws had to be pried open with a gag, 
causing him some pain. The finger in the nasopharynx feels a soft 
tumor nearly filling the postnasal space and occupying the usual 
situation of an adenoid growth. Palpation of the posterior pharyn- 
geal wall shows it to be carried forward by a soft elastic mass which 
bleeds freely when touched. The tumor can be indistinctly seen 
through the right naris from in front but it does not enter the nasal 
fossae, which are free. The pulse is rapid, 120 to 130 beats to the 
minute and this frequency has been constantly found whenever the 
pulse was noted during the past month. The temperature when 
taken has been found to vary between normal and too Fahrenheit. 
The pupils react normally to light and accomodation. The cardiac 
and pulmonary physical signs are normal with the exception of per- 
sistent tachycardia unaccompanied by demonstrable cardiac dilatation. 

Laryngoscopy is imperfect because the smooth bulging of the 
posterior pharyngeal wall prevents carrying the mirror far enough 
back for a good view into the larynx and the hindrance to the open- 
ing of the jaws adds to the difficulty. The motions of the left vocal 
cord may be faintly seen while the right one is hidden by the epi- 
glottis. 

An enlarged gland of the size of an almond may be felt at the 
angle of the jaw on the right side. The retromaxillary regions are 
partly filled out by an indistinct swelling. 


Vision is perfect as proven by test types. There is no flushing of 
the integument of the ears and no salivation. Swallowing is some- 
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what difficult, the patient saying that he has to accompany the act 
with the inspiration of air in order to make solid food go down. He 
drinks without trouble. The patient speaks with a voice character- 
istic of postnasal obstruction. 

Examination of the ears shows the right membrana tympani in- 
tact but retracted, the light reflex being present. The membrana 
tympani of the left ear is destroyed, the malleus being seen above 
as a granulating stump. There is a purulent discharge from the 
left ear. 

Reexamination of the patient on October ninth, showed that the 
lateral motions of the lower jaw had become free again. 


Beginning on September 7th, injections of adrenalin I to 1000 
(following the suggestion of Dr. John E. Rhodes') were made three 
times a week for two weeks into the tumor where it was visible 
through the right naris and upon lifting the soft palate. The total 
amount injected each time was from 10 to 15 minims. Because of 
the feeble general state of the patient and spells of giddiness which 
followed the injections, they have been temporarily suspended. The 
fact that the tumor has not grown during the past month and that 
the lateral motions of the jaw have returned may be due to the 
influence of the adrenalin. 


While, as mentioned, there was nothing typical of a sarcoma in 
the microtome sections made from the original growth in September 
1905, those made from the recurrence on the posterior pharyngeal 
wall a year later show tissue characteristic of a large celled lympho- 
sarcoma. 

There are some unusual features in the history of this case that 
make it more interesting than that of the average pharyngeal 
sarcoma, 

While the latter, especially when of the large-celled type, though 
not as welldefined as a benign tumor, is apt to remain fairly circum- 
scribed and though growing into the tissues nevertheless to project 
mainly from the surface, the tumor presented by this patient has a 
diffuse growth and infiltrates the deeper parts out of proportion to 
its very moderate encroachment upon the cavity of the pharynx. 
This infiltrative character of the tumor did not show itself until its 
return after its removal a year ago, as the first appearance of the 
neoplasm, as described, deceptively resembled a large adenoid 
growth, had an entirely superficial character and occupied the site 


1 Dr. John Edwin Rhodes, Transactions American Laryngological Association, 1906; 
Journal of the American Medical Association, p. 173, 1906. 
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of the pharyngeal tonsil. On its recurrence, the morbid growth not 
only reproduced in part the tumor in the nasopharynx but directed 
its growth into the posterior pharyngeal wall, in this respect also 
occupying a region favored by outlying portions of adenoid vegeta- 
tions. The character of the tumor had however changed and instead 
of confining itself to the mucosa as does a lymphoid hypertrophy it 
entered beneath it deeply into the submucous and muscular tissues 
behind and at the sides of the pharynx. The depth to which it in- 
filtrates this region is shown by the patient’s inability to rotate his 
head freely, to open his jaws more than half way, and by the fullness 
in the hollow behind the ramus of the jaw. 


The limited rotation of the head is evidence of the penetration 
of the tumor to the vertebral column and is due to interference with 
the motions of the atlo-axoid joint, possibly caused by infiltration 
by neoplastic elements of the anterior longitudinal ligament of the 
cervical vertebrae and anterior occipito-atloid ligament and anterior 
atlo-axoid ligament. Interference with the functions of the rectus 
capitis anticus major and minor muscles may also help to prevent the 
free turning of the head. Instead of rotating his head in the normal 
manner by motions upon the axis the patient twists his whole neck 
around when he turns his head bringing all of his cervical vertebral 
column into play to take the place of the rigid atlo-axoid joint, and 
using the sterno-cleido-mastoid muscles which ordinarily do not 
contract when the head is rotated. 


The difficulty in opening the jaw is caused by invasion by the 
growth of the raphe between the superior constrictor of the pharynx 
and the buccinator muscles and by the mechanical interference by 
the tumor with this tendinous band which extends between the 
pterygoid process and the lower jaw. Palpation shows the tension 
on this raphe when the jaw is opened. The inability to open the 
jaws is also in part due to infiltration by the tumor of the internal 
pterygoid muscles or inflammatory processes excited in them by 
its presence as it fills the pterygo-mandibular fossae in which these 
muscles lie external to the superior constrictor of the pharynx. An 
inability to open the jaw is not infrequently seen in carcinoma of 
the tonsil, palate or tongue but is then usually due to a different 
cause, namely the infiltration by carcinomatus tissue of the mucous 
membrane fold which passes from the spheno-maxillary fossa in the 


region of the hamular process to the angle of the lower jaw and is 
called by Mikulicz the intermaxillary fold. This fold is intact in the 
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case presented but the infiltration involves the internal pterygoid 
muscles immediately behind it. 

The temporary inability to move the jaw laterally was probably 
due to transitory myositis and rigidity of the external pterygoid 
muscles caused by the irritating mechanical presence of the tumor 
in the pterygo-mandibular fossa. A number of cases of inability to 
open the jaw from affections of its muscles, especially of the masse- 
ter and temporal muscles, are reported, the cause, however, being 
interstitial myositis unconnected with a tumor. 

The patient’s difficulty in swallowing solid food can be accounted 
for by interstitial invasion of the superior constrictor of the pharynx 
by the growth, for the latter does not obstruct the cavity of the 
pharynx enough to interfere especially with deglutition although it 
somewhat overhangs the larynx. 

For the symptom of constant and unvarying tachycardia pre- 
sented by the patient I have found no explanation. It is not likely 
that it is due to pressure of the tumor upon the superior cervical 
ganglion of the sympathetic nerve which lies in the region invaded 
by the tumor behind the superior constrictor at about the level of 
the hard palate, for authorities agree that this ganglion furnishes no 
fibers to the accelerator nerve of. the heart. Stimulation of the 
superior cervical ganglion mechanically would produce pallor of the 
side of the face involved, salivation and dilatation of the pupil. Sup- 
pression of its function would produce myosis and flushing of the 
skin of the ear on the affected side. None of these phenomena are 
present and the pupillary reflex is normal so that the classical evi- 
dences of interference with the cervical sympathetic by the tumor 
are absent. The tachycardia can not be explained on the ground of 
vagus paralysis for, if this were its cause, there would be paralysis 
of the vocal cords or at least posticus paralysis due to interference 
with the function of the recurrent laryngeal nerves, which at this 
level are contained in the vagus trunks.. 

The diffuse and deep nature of the tumor makes it obviously in- 
operable and therefore it seems proper to resume the injections of 
adrenalin or to adopt some other palliative treatment. 

The histologic nature of the neoplasm is in accord with its location 
for its development has occurred in regions normally subject to 
hypertrophies of lymphoid tissue, the region of the pharyngeal 
tonsil and its outlying collections of lymphatic follicles upon the pos- 
terior pharyngeal wall, only in this instance instead of producing a 
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benign hypertrophy, the lymphoid cells have acquired a malignant 
tendency and penetrate the normal tissues. They may be seen col- 
lected in aggregations of large cells of a typically lymphoid appear- 
ance, these collections being contained in a wide-meshed connective 
tissue reticulum showing typical spindle cells in places.. The 
lymphoid cells possess each a number of processes.. 


In conclusion, I return thanks to Dr. John Gordon Wilson of the 
Department of Anatomy of the University of Chicago for his valuable 
advice concerning the anatomical points involved and to Dr. S. A. 
Mathews of the department of pharmacology of the University of 
Chicago for suggestions and assistance in looking up the physiologic 
questions. 


288 E. Huron St. 


The Paraffin Treatment of Atrophic Rhinitis. Prof. GUARNAC- 
c1A (Catane.) Rev. Hebd. de Laryngol., etc., Oct. 15, 1904. 
The author has treated eleven cases of atrophic rhinitis by means 
of the method of Gersunny that is, by the injection of a preparation 
of paraffin to restore the atrophied organs to their normal contour. 
This treatment resulted in causing the disappearance of the offensive 
odor ; and combined with alkaline washes repeated every two or three 
days, the patients were enabled to keep the nostrils free of crusts. 
In cases in which the atrophic process has reduced the nasa! 
cavity to a simple tube in which the pituitary membrane has lost 
its elasticity and there are numerous adhesions to the bony frame, 
it is of no avail to attempt this method. In doubtful cases there 
may be practiced what has been called the “adrenalin test’. If 


the atrophic tissue under the influence of this substance shows a 
retraction, the paraffin may be injected, otherwise its results are 
unsatisfactory. SCHEPPEGRELL. 




















OPTIC NEURITIS IN THROMBOSIS OF THE CRANIAL 
SINUSES AND INTERNAL JUGULAR VEIN; 
OCCURRENCE 30+% IN TWENTY-SIX CASES. 


BY H. GLOVER LANGWORTHY, M.D., DUBUQUE, IOWA. 


The connection between optic neuritis and intra-cranial disease 
has given rise to much discussion. In cases of tumor of the brain, 
the occurrence of a double optic neuritis is acknowledged as high 
and almost constant. 

According to Knapp, papillitis is the most common symptom of 
brain tumor, being present in fully 80% of the cases. Strange to 
say the papillitis does not seem to depend upon either the location 
or size of the tumor. 

In meningitis the symptom is also quite constantly present. 
DeSchweinitz’ writes “of the four varieties of meningitis—simple, 
tubercular, traumatic and cerebro-spinal—tubercular disease of th« 
brain is the most frequent cause of optic neuritis, the percentage 
varying from 76 to 81%.” 

With the foregoing statements as a working basis it is readily) 
seen that an examination of the eye grounds is of the highest im- 
portance fdr the recognition of a number of diseases affecting the 
brain and circulatory system. 

In considering the ocular manifestations of practically a third 
affection within the encephaion, namely an active thrombosis of 
one of the cranial sinuses, we would be led to expect a somewhat 
varving and yet fairly constant relation. 

The table presented, of twenty-six cases of known thrombosis of 
the lateral sinus and internal jugular vein of otitic origin, shows 
how little however one can be guided by the absence of an abnormal 
fundus picture. 

In nearly three fourths of the cases the diagnosis had to be made 
without the aid of any demonstrable ocular changes. 

The finding of an optic neuritis in but 30% was a matter of some 
surprise as many of the cases were extremely severe with a lethal 
termination. 

Tenzer*, Harris*. Spicer*, McKernon® and others have found 
small percentages: but its widespread recognition and confidence 
in such a low estimate when applied to the individual case is 
wanting. 
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No doubt the many diverse reports, some extremely high, others 
low, are responsible for a rather general “deferred opinion” as to 
the frequency of optic neuritis in these conditions. 

It would seem that the careful study and tabulation of a compara- 
tively few cases observed under the same conditions and by the 
same men would be of greater value than a rather indiscriminate 
complication from the reports of various authors. 

Ordinarily, marked papillitis is followed by post neuritic atrophy. 
In the optic neuritis met with in thrombosis of the lateral sinus and 
internal jugular vein, the reverse, however, seems to hold good. 
Almost without exception the neuritis subsides and the disc soon re- 
gains its normal appearance with excellent vision. Crockett was 
among the first to point this out. 

The following case (No. I) partly reported by Crockett® is a 
rather remarkable example: A boy, V. T., eight years of age, was 
admitted to the Massachusetts Charitable Eye and Ear Infirmary 
November 5, 1904, on the service of Dr. E. A. Crockett, with a right 
acute otitis media with mastoiditis plus extra dural abscess. A 
few days later he developed thrombosis of the lateral sinus and in- 
ternal jugular vein. Mastoid operation and litigation of internal 
jugular vein was performed by Dr. Crockett. 

Nov. 9.—Fundi examined by Dr. A. Quackenboss. There was a 
double optic neuritis with hemorrhages into the retina. 

Dec. 4.—The optic neuritis is seen to be rapidly diminishing. 
Hemorrhages remain, although less distinct. 

July 30, 1906—Almost two years later the fundi were normal in 
appearance with good vision. No contraction of the visual fields. 

To illustrate that there is also no disturbance in vision or in the 
appearance of the optic nerve following curettement of the lateral 
sinus and ligation of the internal jugular vein, another case (No. 10) 
is presented: A young woman, W. F., twenty-five years old was 
admitted to the Infirmary on the service of Dr. C. J. Blake, June 12, 
1905. She had a left acute suppurative otitis media with mastoid- 
itis. Symptoms of thrombosis of the lateral sinus developed and 
the sinus was opened with ligation of the internal jugular vein (Dr. 
Mosher). The patient was in apparently a moribund condition. 
Fundi negative. 

Augtst 28, 1906—One year later fundi were still negative, nor- 
mal vision and field. 


One of the most interesting cases that I have ever seen occurred 
on the service of Dr. Philip Hammond. (No. 17.) A _ youth, 
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age nineteen, was admitted February 3, 1906, with a left acute sup- 
purative otitis media with mastoiditis. He subsequently developed 
thrombosis of the lateral sinus and internal jugular vein. Both op- 
erations were performed by Dr. Hammond. Before leaving the 
hospital almost every joint on the opposite side of the body became 
the seat of septic synovitis. Joints drained by Dr. Lund.. At times 
he was wildly delirious. Fundi negative throughout. Patient finally 
discharged to Massachusetts General Hospital for convalescence. 

Zanfal is reported* as saying “that an extension of the inflamma- 
tion from the middle ear into the cranial cavity may be revealed at 
a time when distinct violent subjective symptoms, or other 
symptoms, are not yet present.” This however, is seen to be er- 
roneous as even the most fulminating cases often show no oculas 
disturbances and in milder cases where the jugular is tied early, 
none at all. 

Crockett writes: “Among early symptoms, beyond chills and 
high temperature, whicli are nearly always seen, | think the most 
diagnostic is optic neuritis, which accurs much more frequently in 
thrombosis than in cerebral abscess or meningitis. It occurred be- 
fore operation in two out of seven, and after operation in two more.” 

It is rather curious that this author should have found such a high 
percentage, over fifty-six per cent. I can but regard it as an anomaly. 
Deductions from such a small number must be suggestive rather 
than positive. 

Before taking up the mechanism of the eye phenomenon, it is 
necessary to agree upon a rather vital point, namely: an optic 
neuritis should not be considered as present in these cases unless it 
is well marked. The true condition of choked disc is one not easily 
mistaken and would give us much more accurate data for statistics. 
The normal physiological variations are so great that some guide 
would seem necessary. Hyperaemia of the disc is not a neuritis. 
Slight hyperaemia in these cases is not of special value as a pre- 
ntonitory symptom of approaching inflammation or of inflammation 
existing farther back in the nerve. 

Although a number of theories have been advanced as to the man- 
ner in which intra-cranial tumors cause an optic neuritis the matter 
is still more or less in dispute. Von Graefe supposed that owing to 
the increase of pressure within the cranium, an abnormal quantity 
was forced into the intervaginal space, producing a stasis of the 
papilla. Pressure naturally would have a greater influence upon the 
outflow through the relatively thin walls of the veins than upon the 
stiffer walled arteries. 
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Deutschmann and also Leber heid, that the optic neuritis was not 
merely a stasis but principally a distinct inflammation, caused by 
some irritating substance produced by the tumor being carried down 
to the nerve head. 

Parinaud considered choked disc to be the result of an extension 
of the interstitial oedema of brain tissue through the trunk of the 
nerve to the papilla. 

In reviewing all the facts presented one is led to believe that the 
condition is not due wholly to venous engorement for the reason thet 
venous stasis around the eye does not always produce it. 

The best exposition would seem to be: A thrombosis of the lateral 
sinus and internal jugular vein causes an increase in pressure within 
the cranial cavity and subdural space, compressing the sheath of the 
optic nerve and resulting in an obliteration’ of the central vein. 

The twenty-three cases presented include four of thrombosis of 
the cavernous sinuses with a fafal result. Death took place in one of 
the four patients before any changes were observed in the fundi. 
It is remarkable that such a condition as cavernous sinus involement 
could exist without producing intra-ocular changes. 

The following conclusions would seem fairly certain: 

First. The frequency of optic neuritis is low (about 30%). In 
almost three-fourths of the cases the diagnosis must be made on 
other than intra-ocular changes, 

Second. Even the most severe type of optic neuritis is not 
followed by post-neuritic atrophy but rapidly subsides with preser 
vation of good vision. 

Third. Cases in which the fundi are negative throughout the 
acute attack remain so. 

Fourth. For optic neuritis to be considered due to the disease, it 
must be fairly well marked. All doubtful fundi should be accepted 
as negative. 

Fifth. Optic neuritis when it does occur is a symptom of the 
highest importance. 
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OPERATIONS UPON THE EAR IN TUBERCULOUS PATIENTS. 
BY W. G. B. HARLAND, M.D., PHILADELPHIA, PA 

There are three operations that are occassionally called for in 
tuberculous patients with ear complications: 1. Incision through 
the drum membrane. 2. Removal of granulations and establish- 
ment of free drainage from the middle ear in cases with purulent 
discharge. 3. Mastoid operation. 

1. Incision through the drum membrane is not often called for 
except when infection of the ear of a serious kind, such as influenza 
takes place. In such cases early incision is, of course, always indi- 
cated. In simple catarrhal otitis media, so frequently present in 
tuberculous patients, no good is attained by incising unless there is 
marked bulging of the drum membrane or pain continues severe 
after forty eight hours of active treatment. 

Theoretically the drum head should be incised when infection of 
the middle ear by tubercle bacilli has occured. As a matter of fact. 
tubercles form on the drum membrane and break down without 
causing pain, and the physician is not aware of the presence of the 
local disease until, the patient complaining of tinnitus and deafness, 
he finds upon inspection discharge in the external meatus. 

2. The removal of granulations and establishment of free drain- 
age is often called for in cases of chronic tuberculeus otorrhoea, es- 
pecially when the mastoid cells are affected, as they frequently ar 
Although the tuberculous process is destructive and progressive it is 
not as rapid here as in the lung, and it is seldom that fatal results oc- 
cur from intracranial complications if free drainage is maintained. It 
is of importance, therefore, to keep the middle ear free from polyps 
and other obstructing growths. The amount of curatting will de- 
pend upon the condition of the patient, much more active inter 
ference being justified when the general health is good. Aural 
polyps can be removed with snare, ring knife or forceps, and nitrate 


of silver 60 grain solution applied. If in spite of the above treat- 


ment, pain, tenderness, swelling and other signs of obstruction con- 
tinue, the remains of the malleus and incus can be removed—not a 
difficult operation if there has been great destruction of the drum 
membrane. A more thorough curettement is possible if nitrous oxide 
or similar general anesthetic is employed. Even after the removal of 
the ossicles, granulations will still continue to form for a time, and 
will have to be removed. 
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3. The mastoid operation is required in acute mastoiditis, whether 
from tuberculous or other infection, if, after active treatment for 
24 to 48 hours, the symptoms have not abated, and also is indicated 
in chronic mastoiditis when free drainage cannot be maintained. 

The usual indications for operating are persistent pain radiating 
around the ear, tenderness over the mastoid, fulness and tinnitus, 
profuse or intermittent discharge, drooping of the upper posterior 
wal! of the canal, and increase of polymorpho-nuclear leukocytes to 
80% or over. Tuberculous patients usually bear the operation 
better than might be expected, though the surgeon finds it difficult 
to remove all diseased bone, the process being so far reaching. The 
operation is apt to be a prolonged one. An opening up and curette- 
ment of the tympanic antrum and mastoid cells is all that is neces- 
sary if the condition is acute. On the other hand a previous chronic 
otorrhoea will necessitate besides the above a breaking down of the 
outer wall of the aditus and curettemnt of the middle ear. 

The operative wound is often slow in healing, and discharge 
through the auditory canal may continue indefinitely. As far as the 
life of the patient is concerned the operation does not seem to be 
much more serious than in non-tuberculous cases. 


223 South 17th St. 


Eustachian Catheterization through the Mouth, with a Report 
of an Illustrative Case. Huco A. Kierer (Los Angeles.) 
South. Calit. Practitioner, April, 1906. 

The author considers Eustachian catheterization through the 
mouth a method not to be recommended for the ordinary run of 
cases, but that it is “too valuable an adjunct to be deserving of the 
extreme neglect that has been accorded it.’”’ Nasal catheterization 
of the ears is at times impossible owing to obstruction of the fossae. 

The technique is not difficult, and can be easily acquired by any 
one skilled in the use of the rhinoscopic mirror. “The oro- and naso- 
vharynx and soft palate should first be anesthetized. The patient 
then depresses the tongue, the surgeon manipulates the mirror with 
one hand, and with the other hand inserts the catheter into the 
Eustachian orifice.” The catheter should be bent in a long curve 
at the distal end to almost 90 degrees from the shank. Withdrawing 
the mirror, and laying it aside, that hand can be used to compress 
the Politzer bag. 


EATON. 














a eee a 








SOME POINTS IN THE ANATOMY OF THE TEMPORAL BONE 
TO BE CONSIDERED IN CONNECTION WITH MASTOIDITIS 
FOLLOWING ACUTE SUPPURATIVE OTITIS MEDIA.* 


BY J. HOLINGER, M.D., CHICAGO, 


To open an empyema of the mastoid process without compli- 
cations is one of the simplest surgical operations. The anatomical 
conditions are in short as follows: The pus gathers in one or 
several large terminal cells which often are covered by a thin plate 
of bone only. The first stroke of the chisel drains it, in case perfora- 
tion did not previously give it an outlet under the periosteum. But 
here is the first difficulty. 

Should you now curette? Certainly, if the bone is diseased. But 
if it is healthy, an anatomical aid a physiological consideration gives 
the answer. The cells vary in size fromn a pea to a large hazlenut. 
They communicate with the central cell, called the antrum, but not 
with each other except through the antrum. They are lined with 
thin membrane, and act as reserve air tanks, for the middle-ear. 
In acute inflammation of another mucous membrane, say of the 
nose, would you curette the interior of the nose in an acute coryza? 
The only difference is, that in the cells of the mastoid the secretions 
are not drained. Why should you therefore destroy an acutly in- 
flamed lining membrane which later on has to resume its function? 
We must follow up the cell we first opened to its origin in the 
antrum, whence a number of other similar cells emanate with their 
narrow necks. Their terminal enlargement might also be filled with 
pus. 

I shall follow the plan of starting from the periphery and ad- 
vancing towards the center just as we proceed in the operation. 
The next anatomical point in the periphery of our domain is the in- 
teresting relation of the mastoid cells to the surrounding diploe of 
the temporal bone. There is no dividing line between the two. An 
acute suppuration may penetrate the cells, advance between the 
inner and outer plate of the skull, and appear under the periosteum 
and skin in distant locations. 

In 1894, in the Eye and Ear Infirmary, I opened an abscess over 
the occiput the size of half a hen’s egg. The outer plate was per- 

* Paper read before a joint meeting of the Chicago Medical Society and the Chicago 


Laryngological and Otological Society. 
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forated and I followed the discolored diploe chiseling a groove, 
which lead in a somewhat irregular line to a large suppurating cell 
in the mastoid process. Another much favored route of these sup- 
purations of the diploe leads forward to the zygomatic process, and 
through it to the neighborhood of the eye. In some, though ex- 
ceptional cases, the cells may extend that far. 

Secondary demarkation and exfoliation of pieces of bone weeks 
and months after an operation may be the consequence, if we fail to 
trace these paths. Furthermore they may give an explanation for 
some distant abscesses of the brain, because such an over-looked 
focus in the deploe may perforate inwardly just as well as outwardly. 

This leads us to endocranial complications in general. They are 
not as frequent by far in acute as in chronic suppurations and there- 
fore | shal! not loose much time about them. There are three main 
points whence they start which constitute the thinnest portions 
of the bony walls of the cells. They are often transparent in these 
places, even perforated to a smaller or larger extent. We find them 
on the roof of the drum-cavity and the antrum, secondly on the cells 
around the lateral sinus, thirdly at the floor of the temporal bone 
on both sides of the incisura mastoidea. 


E-xtra-dural abscess, pachy-meningitis and brain abscess of the 
temporal lobe start from the tegmen tympani and antri. Extra dural 
abscesses, diseases of the sinus with pyaemia, pachy-meningitis and 
abscesses of the cerebellum emanate from the second area. What we 
call Bezold mastoiditis is extention of the pus into the fascias of the 
neck starting from the third point of least resistance, which is on 
both sides of the incisura mastoidea. At this very point, I must not 
fail to draw your attention to the location of the facial nerve which 
passes in a vertical direction through the deeper anterior part of 
those cells. It is very easily injured by promiscuously curretting. 

We arrive at the antrum after finishing the periphery. The use 
of the curette must be avoided here for two reasons. Firstly, there 
is great danger of dislocating the short process of anvil from its 
attachment. Being detached it acts as a foreign body in the middle- 
ear. Secondly, because we expect that the acutely inflamed lining 
membrane should later on resume its function, and therefore must 
not be injured unnecessarily. These points based upon anatomical 
considerations are indispensable for good and quick results. As such 
I consider recovery within 2 to 3 weeks, normal hearing, and no 
suppuration. At the same time by doing as above stated we avoid 
injury to the facial nerve and posterior semi-circular canal, both of 
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which project from the medial side into the cavity of the aditus 
It is not possible to injure these parts if-you keep to the lateral wall 
of the aditus and antrum. The medial wall is very rarely diseased 
in acute mastoiditis. 

Attention was drawn to another important anatomical point very 
recently. Permit me for better illustration to cite the history « 
case. 


fa 


A man examined about three years ago at the Alexian Brothers 
Hospital had the typical walk and speech of one who was under 
the influence of liquor. He assured me however that he had not 
touched any since the Friday previous, when he was seized with a 
severe attack of ear-ache. The next day, a paracentesis was done 
Sunday, he was worse, complaining especially of headache. When | 
saw him Monday, I made a diagnosis of meningitis. Tuesday he 
died. At the post mortem we found streaks of pus along the blood- 
vessels on the inside of the dura of the base of the skull radiating 
from a yellow bag of pus in the dura of the posterior surface of the 
pyramid of the temporal bone the saccus-endolymphaticus. The 
pus had perforated into the labyrinth and followed the aquaeductus 
vestibuli. It has been advised to raise the dura of the posterior sur- 
face of the pyramid in such a case and explore the aquaeductus and 
the saccus endolymphaticus. 

Finally, we have to say a few words about the individual varia- 
tions, the racial variations and the variations at different ages. It 
is a fact that one individual has a great number of large cells in his 
mastoid, another only a few small ones, and others none at all 
Between the extremes there are all the different transitions. It is 
hard to ascertain before an operation whether we shall have to ex- 


pect large or small cells, or, as it is called, whether a mastoid 


process is pneumatic or not. There is one point which has been 


made and denied repeatedly. A few experiences have of late influ- 
enced me rather in its favor. The general form of the skull is of 
great value in the judgment whether or not we have a pneumatic 
process and especially whether the sinus and the dura come close 
to the middle ear and external canal. Long narrow skulls, dolichoce- 
phalic skulls have pneumatic processes oftener than brachycephalic 
or round skulls. In round skulls, the external canal is proportion- 
ately longer, that is the ear lies deeper. To make matters worse, we 
often find no cells at all so that the sinus and dura are very close to 
the external meatus, and the middle ear. 

The differences in the development of the cells at different ages 
of an individual are equally great. In the new born, there is only a 
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small antrum and no cells. At the age of six there are cells of con- 
siderable size. So that between one and six years the whole system 
of cells developes. 

Nothing was said about the bulb of the jugular vein and a number 
of other anatomical points. The purpose of this paper is fulfilled if 
[ succeed in leaving the impression, that, while often a mastoid 
operation is nothing but draining a superficial abscess, we have no 
possibility of deciding in advance, what anatomical difficulties will 
present themselves in the course of the operation. 


103 Randolph Street. 


Just how to Manage Otorrhea. F. E. BurGevin. Kansas City 
Medical Record, July, 1906. 

The author mentions the persistency of purulent otitis media in 
spite of the ordinary treatment and then presents a method which in 
his practice has proved very successful in completely drying up such 
cases. 

His method consists in cleanliness and the use of Glycozone. He 
begins by instilling a warm solution of peroxide of hydrogen in 25 
per cent solution, and increases the strength daily until the pure drug 
is used. He recommends hydrozone as more economical, being twice 
as strong as other preparations. After the ear is thoroughly clean, 
which may require considerable time at the first treatment, a few 
drops of warm glycozone are instilled and the canal securely closed 
with cotton to remain im situ until the next day. 

He advises a daily treatment, but claims to have had good re- 
sults where that was impossible. The use of the syringe is con- 
demned. 


The method is not painful, and if a few drops of a warm 5% solu- 
tion of sodium borate are first instilled, the slight preliminary sting- 
ing is avoided. 











FACIAL HYPOGLOSSAL ANASTOMOSIS.* 
BY JOS. C. BECK, M.D., CHICAGO. 


Miss H., whom I presented to you last May and whose case I 
reported in full in the Laryngoscope (Page 658, August 1906) 
owing to the unusual pathological condition of the temporal bone 
I again present this evening to show the result of a neuro-plastic 
operation for the cure of a facial paralysis which resulted from the 
absolute necessity of removing all the necrotic bone involving the 
labyrinth. She is completely relieved of all her labyrinthian symp- 
toms and severe headaches from which she suffered greatly before 
her first operation. Since I destroyed so much of the continuity of 
the nerve I did not expect any regeneration of the facial nerve, 
consequently did not wait any longer than six months to do this 
plastic operation. It is now 414 months since this last procedure. 


TECHNIC OF OPERATION. 
Usual preparation, general and local. 


Instruments. Knives, artery forceps, Allport’s retractors, Kocher’s 
director and simple grooved director, anatomical forceps, tissue 
forceps, four strabismus hooks, two lid retractors, one slender 
curved scissors (enucleation) one blunt pointed slender knife, fine 
round edged needles, fine silk, needle holder, large needles for skin 
and other suture material. 


Operation. 1. Incision, retro-auricular from about the middle of 
the auricle downward and forward along the anterior border of the 
sterno-clido-mastoid for about four inches. 


iS 


Dissect up the skin and subcutaneous tissues. 
3. Dissect bluntly to the posterior border of the parotid gland. 
4. Locate entrance of facial nerve into the gland. 

5. Dissect nerve back to the stylo-mastoid-foramen. 

6. Locate internal jugular vein under anterior border of the 
sterno-cleido-mastoid muscle. 

7. Locate posterior belly of diagastric muscle, loosen this up 
and retract upwards. 


8. Loosen interior jugular vein and retract anteriorly. 


* Read before the Chicago Laryngological and Otological Society, October 16, 1906. 
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9. So expose the hypoglosso nerve. It appears here in its for- 
ward course. 

10. Follow it towards the tongue to be sure. 

11. Remove all the sheath covering it at its nearest point to the 
facial. 

12. Place sponge dipped in normal salt solution over this area 
and attend to the facial nerve. 

13. Grasp the facial nerve and use gentle traction as though you 
wished to pull it from the stylo-mastoid canal. 

14. With the curved slender scissors or blunt pointed knife cut 
the nerve as high as possible in the canal. 

15. Trim up this cut end into a sort of a point so that the axis 
cylinders protrude from the nerve sheath. 

16. Apply ligatures, principally through the sheath, two in num- 
ber, through this pointed nerve end. 

17. Make a small longitudinal slit, 44 inch long, into the hypo- ; 
glossal nerve sheath at the point where the facial nerve stump will 
fit in without any tension 

18. Separate the lips of this slit in the hypoglossal by means of 
a tissue forcep and implant the facial nerve stump into it in such 
a manner that it is turned upward to meet the central fibers of the 
hypoglossal, or rather to get the stimuli that come directly from the 
brain. 

19. Suture the facial nerve stump to the sheath of the hypoglossal 
using very little tension on the sutures because strangulation is liable 
to follow. 

20. One suture of the perinural areolar tissue of the hypoglossal 
is made over this anastomosis. 

21. Reapplication of the structures to their normal positions. 


22. Close the skin wound without drainage. 


The above steps were carried out within one hour and twelve > 
minutes including the anesthesia (nitrous oxide followed by ether.) 
| was kindly assisted by Dr. M. A. Goldstein of St. Louis, Dr. Flem- 


ming of Los Angeles, Dr. Owen of Chicago. f 
Primary contraction and reaction of the paralyzed side of the face 

followed the first 24 to 36 hours but disappeared afterwards. Other- 

wise primary union and normal recovery took place except a partial 


paralysis of the tongue and some little difficulty in swallowing 
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No improvement could be seen for several weeks as to the motion 
of the face. The patient declared as early as the third week that she 
felt that side of the face getting stronger and food did not lodge in 
the inner side of her cheeks as often as before. The seventh week 
[ found some contraction of the lower lip and about the eleventh 
week the same condition in the upper lip, a distinct crease, very simi- 
lar to the normal condition. Three and one-half months after the 
operation, patient noticed while swallowing.that the face moved on 
the paralyzed side and since then has acquired the habit of con- 
trolling this movement and somewhat disassociating it so that she 
may either contract the face when swallowing or swallow without 
contraction. The muscles of the eyelid and forehead hav not yet re- 
covered very. much, although improved somewhat. One would not 
recognize the facial paralysis of this patient unless she were asked 
to close the eye or laugh. General tonics of strychnia and iron, 
exercises, massage and electricity have been continued constantly 
three to four times a week. 

Gentlemen, I hope I may be pardoned for presenting this case 
before an entire cure has been affected but I shall present her with 
another similar case at some future time when I read a paper on the 
subiect. Suffice it to say at this time that quite a number of cases 
are on record of neuro-plastic operations of the facial nerve and that 
at the present time the hypoglossal is chosen in preference to the 
spinal accessory or glosso-pharyngeal nerves. Stewart and Ballance, 
Taylor and Clark, Cushing and Fouret are the principal writers on 
the subject and they all report successful results. 


1220 N. Clark Str. 








A CASE OF TRAUMATIC LARYNGITIS WITH EVERSION OF 
THE LARYNGEAL VENTRICLE.* 


BY JOSEPH H. ABRAHAM, M.D., NEW YORK, 


G. Y., aged 37: admitted to Prof. Delavan’s clinic, October 
16, 1906. 


History. Married 11 years. Father of 7 children; 3 living; first 
three and seventh miscarriages. 

Denies all syphilitic history. 

Ten years ago suffered from an attack of pneumonia. On his re- 
covery, his physician diagnosed beginning pulmonary tuberculosis, 
and so treated the patient for a year and a half. Present physical 
examination of chest is negative. 

Occupation that of a saloon keeper, and his average daily toil 
amounted to 15 hours. He drank every intoxicant, and was fre- 
quently under its influence. 

Owing to business reverses on October Ist, he increased the daily 
quantity of spirits. 

Monday, October 15th, while in a jocular state he visited his bowl- 
ing club to engage in a friendly game. Shortly afterwards he en- 
tered into a spirited controversy with a fellow-member, and was 
invited outside, which invitation he accepted. In return for his 
kindness, he received a blow on the right side of his face, just in 
front of his ear, another just below the angle of the jaw on the right 
side of the larynx and several in the lower abdominal region and 
other parts of his body. 

The following morning introduces another story. The patient 
noticed that he was bleeding from his nose, could not talk above a 
whisper, swallowing produced excruciating pain, and lastly, he com- 
plained of severe tenesmus, and, while casually looking into the 
commode, he noticed that the stools were bloodstained. The latter 
condition continued about a week, and may be due to his hemorrhoids 
or to the blow in the lower abdominal region. 


Physical Examination. Situated superficially on the bridge of his 
nose was a small excoriation. A distinct ecchymosis on the right 
side of the larynx and several painful spots on his left shoulder and 
lower abdominal region. 


* Read before the New York Academy of Medicine, Section on Laryngology and 
Rhinology, October 24, 1906. ; 
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TRAUMATIC LARYNGITIS WITH PROLAPSE OF VENTRICLE 


(Insert opposite page 86, January number) 
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On examining the nasal cavity, I found a slight abrasion of the 
mucous membrane on the lower anterior segment of the septum, 
which would account for his epistaxis. The mucous membrane of 
the pharynx was congested and very irritable. Mucosa of the 
larynx markedly inflamed and a distinct infiltration of the right 
ventricular band marked by a deep injection just below the aryteno- 
epiglottidean fold. Another ecchymotic spot was situated on the 
right arytenoid just below and posterior to the corniculum laryngis. 
Covering and completely obscuring the right vocal cord was an oval 
hernia-shaped tumor deeply injected, and which, on close examina- 
tion, I diagnosed as eversion or prolapse of the laryngeal ventricle. 
Another remarkable coincidence was a somewhat similar eversion 
of the opposite ventricle of a lesser degree. The accompanying 
painting, executed by our assistant, Dr. A. Braun, beautifully illus- 
trates the true conditions. From a professional and artistic stand- 
point it excels all previous work in painting pathologic laryngo- 
logical specimens. 

At present the patient has recovered his voice and is entirely free 
of dysphagia. With the laryngoscope it can be easily seen that 
the pathologic conditions have greatly improved under treatment. 
The ecchymotie spots have changed in color from a deep red to a 
bluish tinge ; the eversion to a pinkish color, and greatly reduced. 


Treatment. Appreciating the fact that intralaryngeal medication 
was contraindicated, I advised the patient to return to his home and 
bed, to discontinue the drinking of all intoxicants, and above all 
not to talk for two days, but write all requests, etc. Internally he 
was given sulphate of magnesia, 20.0 gms. to relieve the internal 
toxaemia. For the pain in his larynx tablets of orthoform were pre- 
scribed and locally ice compresses. On the fourth day, a 1% solu- 
tion of alum was sprayed into his larynx and increased in strength 
daily until he could tolerate a 5% solution. 


616 Madison Ave. 











A SPECULUM FOR SUBMUCOUS RESECTION OF THE 
SEPTUM. 


BY HARRIS PEYTON MOSHER, M.D., BOSTON. 


Killian’s long bladed speculum is of the greatest use in the opera- 
tion of submucous resection of the septum. It has, however, one 
disadvantage. It is made of polished metal so that the blades, 
unless they are held perfectly true, reflect the light in such a manner 








I, Author’s Adjustable Nasal Speculum. 


that the resulting glare is tiresome to the eye. This objection is 
done away with easily by making the blades fenestrated. In the 
speculum which I am now using the blades are made of wire. Thus 
they become skeleton blades, but they are sufficiently strong for 
the work which they are called upon to perform. The wire blades 
are not only fenestrated, but are adjustable so that any length of 
blade can be used. In addition one blade can be used shorter than 
the other. The use of one blade long and one blade short is a great 
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help in operating upon a perpendicular deviation of the septum which 
is placed well anterior. The short blade will hold back the anterior 
flap while the long blade will pass beyond the summit of the devia- 
tion and hold the mucous membrane aside as the elevation of the 
mucous membrane proceeds from that point backward. When two 
flaps are used, a short anterior flap and a long posterior flap, if 
the handle of the speculum is held horizontally instead of vertically 
the long blade will hold up the posterior flap at the same time that 
the short blade retracts the anterior flap. If the button-hole incision 
is used the speculum can be used in the same way. The long blade 





II. Author’s Adjustable Nasal Speculum 


will hold the two flaps apart. When the deviation runs far back 

and sufficient spread is not given to the flaps by using the speculum 

in this manner, both blades can be adjusted and the speculum used 

as the solid Killian speculum is ordinarily employed. When the 

handle of the speculum is held horizontally and but one blade is 

used, it is easier to introduce the conchotome because it does not 
i strike the solid sides of the mouth of the speculum. 

At all times, the condition of the mucous membrane can be seen 
through the open wire blades without the necessity of withdrawing 
the speculum. If flaps are used the open blades allow the operator 

to see how well they approximate as he puts in his nasal packing. 
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The solid mouth of the speculum has a dull finish and the whole 
speculum is made light and with an easy spring in order to tire 
the hand as little as possible. As the cuts show, the speculum is 
simply the ordinary examining speculum with adjustable wire blades 
so that it is possible by withdrawing the wires to use the speculum 





III. Speculum used with the Button-hole Incision 


Anterior Flap 





IV. Speculum End with a Short Anterior Flap and with a Button-hole Incision beyond 
the Crest of the Perpendicular Deviation. 


for the ordinary routine examinations. If one should prefer, he 
can have two sets of blades instead of the one set of long blades. 
Should the case require, the operator can bend either blade to suit 
the requirements of the special case. With the long blades the 
operator can have at will long or short blades as he may prefer, 
or he can have the familiar examining speculum which he employs 
daily. 
828 Beacon St. 














A STRONG, SIMPLE TONSIL SNARE.* 
BY HENRY PERKINS MOSELEY, M.D., NEW YORK. 
The tonsil snare which is here presented is made of steel and ha: 
the following points of advantage: 
1. Simplicity. 2. Strength. 3. Ease of wiring. 4. The same 


wire can be used repeatedly. 5. Ease of manipulation. 6. Rapidity 


of action. J 
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The pistol grip enables great power to be exerted so that it is often 
unnecessary to use the wheel ecraseur. The cold wire snare is ap- 
plicable to the removal of all variety of enlarged faucial tonsils 
especially if it can be easily manipulated. With a rapidly working 
snare the element of pain is reduced to a minimum. The practical 
absence of hemorrhage accompanying the use of the cold wire snare 
is well known. As there is no canula, the. wire, after being drawn 
through the eye, can be pushed back and a new loop made, thus 
obviating the necessity of rewiring the instrument during an oper- 
ation. 

Ford & Co. make the instrument and have carefully carried 
out my directions. 

616 Madison Ave. 


~ * Read before the New York Academy of Medicine, Section on Laryngology and Rhi 
nology, October 24, 1906. 91 











SOCIETY PROCEEDINGS. 


NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY., 
Regular Meeting, November 28, 19006. 
T. PAssMoRE Berens, M.D., CHAIRMAN. 
PRESENTATION OF PATIENTS. 


Urticaria of the Larynx. By W. FREUDENTHAL, M.D. 

Dr. Freudenthal said that he had presented this patient before 
the section eight years ago. The patient had first applied for treat- 
ment 15 years ago, complaining of vague symptoms in the throat 
which at times became more marked, so that he felt pain during 
eating and swallowing. Examination revealed a diffused redness 
of the laryngeal surface of the epiglottis with edematous swelling 
on the right side. The patient was treated for six or eight months, 
and then went to the country for a few months and returned per- 
fectly well, and Dr. Freudenthal had been unable to make a diag- 
nosis. Finally the man came back complaining of the sensation of 
a foreign body in the larynx, and a desire to pull it out. Examina- 
tion this time revealed one or more herpetiform prominences with 
edematous surroundings. The picture changed very often, some- 
times being a deep reddish color, and again pale, all in accordance 
with the erratic character of this affection. At the same time he 
mentioned that he was suffering from urticaria of the skin, and 
immediately this made the diagnosis very easy. The sensation of 
a foreign body in the throat with the desire to pull it out was 
produced by the itching of the prominent herpetic eruptions. He 
also suffers from chronic constipation. As early as 1866 he went 
to Prof. C. of Buda-Pesth, who gave him some pills to act upon 
the bowels. This worked very well for a few years but then 
failed. After this the constipated conditions increased and then 
came the eruption in the larynx. Dr. Freudenthal said that he 
had watched the patient very carefully, and had seen no reason to 
change his diagnosis of eight years earlier. It was a case of chronic 
urticaria of the larynx. 
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Carcinoma of the Epiglottis. By W. Freupentuat, M.D. 


The patient, a man, presented himself with a very short history 
of difficulty in swallowing, accompanied with pain. At first the 
attacks came off and on, but during the summer they got so bad 
that it was only with great difficulty that he could swallow at all. 
When first examined, only the left wing of the epiglottis could 
be seen, the other being covered by a mass of tissue coming from 
the region of the lingual tonsil. Fluctuation was elicited, and an 
incision made, and some pus came out. His family physician 
reported that he was suffering from malignant disease of the stom- 
ach, and this diagnosis was corroborated by others. Dr. Freuden- 
thal said that he believed the condition in the throat to be the same 
affection. After the evacuation of the pus the picture was some- 
what different. The epiglottis is edematous and very much infil- 
trated, and there is little doubt but that there is here a secondary 
affection. After the evacuation of the pus the picture was some 
said that he expected to remove a piece from the epiglottis and the 
tonsillar tissue at the base of the tongue, and would report the case 
again later. 


DISCUSSION, 


Dr. CARTER said that the case interested him exceedingly as he 
had seen a case of acute urticaria of the larynx three years ago it 
Dr. Jonathan Wright's clinic at the Manhattan Eye, Ear and Throat 
Hospital. He had then looked up the literature of the subject and 
found that it was a very rare condition, only three cases being 
recorded, one by an Italian physician, one by a German, and th: 
third by Dr. Freudenthal himself, probably the present case. (Dr. 
Freudenthal said that it was the same). The case at the Manhat 
tan Eye, Ear and Throat Hospital was of a young man about 19 
years of age, who gave a history of having been perfectly healthy 
up to the time of this attack. He had never had urticaria before, 
no rheumatism, tonsilitis, or any other disease that might throw any 
light on the condition. He had eaten very heartily of grapes about 
half an hour before the attack. It attacked the larynx first, he was 
seized with severe dyspnoea, and when he was brought to the hos- 
pital he had to be supported by two men. He was suffering terribly 
from dyspnoea, and being unable to sit up it was at first difficult 
to examine him. Finally a view of the larynx was obtained. It 
was very edematous, and the pillars and uvula were also edematous 
and he was covered with a general eruption. His condition was 
so serious that he was taken to the operating room and placed on 
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the table with a view to performing a tracheotomy if necessary. 
The larynx was sprayed with adrenalin; but although this takes 
only a short time to act, the dyspnoea was so great that it was 
almost immediately followed by a hypodermic of 1-10 grain of 
apomorphine. This caused free emesis in two minutes. He was 
then given salt water to drink; this also was vomited. The urti- 
caria was relieved almost instantly, so that he left the hospital 
feeling quite well about an hour after he came in. Dr. Carter said 
that he thought the quick manner in which this patient was relieved 
should give some idea of the prognosis, so as to avoid the too hasty 
performance of tracheotomy. It is generally conceded that urticaria 
is a reflex irritation, and if this is so it must be subject to the 
laws governing reflex action anywhere in the body. Physiological 
experiments and personal experience have demonstrated an inhibi- 
tion of reflex action before the dangerous stage of asphyxia has 
been reached ; and if this is the case when the blood becomes deox- 
egenated sufficiently to inhibit this, an automatic cure should oc- 
cur and tracheotomy would seldom be required. He had seen 
two other cases in which the pillars and uvula were involved, which 
were relieved by giving apomorphine to produce emesis. This 
should be followed by a simple digestive mixture for a few days. 


Dr. FREUDENTHAL said that he had seen cases of urticaria affect- 
ing the buccal palate, but never one like that described by Dr. 
Carter, commencing with dyspnoea. The patient presented tonight 
had never had dyspnoea, but of course the fact that this was a 
chronic case might explain that. 


Dr. Harris said that the case he had expected to show tonight 
had made so much improvement that it was no longer sufficiently 
interesting to present. Several of the members present had exam- 
ined the patient in the clinic, and could bear him out in saying. 
that when the patient was first examined there was difficulty in 
deciding between the diagnosis of syphilis and tuberculosis. ‘The 
patient had a clear syphilitic history and was suffering from pul- 
monary tuberculosis. All who saw the case agreed that the ulcer- 
ation in the larynx was characteristic of syphilis. The patient was 
put upon anti-syphilitic treatment, iodide of potash, but not in large 
doses, and made a speedy and happy improvement. A week later 
there was very little ulceration remaining, and the diagnosis was 
cleared up. 
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Case of Foreign Body Removed from Oesophagus. By Emit 
Mayer, M.D. 

Dr. Mayer said that the history of his case could be given briefly 
by reading the telegrams exchanged in regard to it. 

The first, from Virginia, read as follows: ‘Have child, five-cent 
piece in gullet opposite fourth rib. Extraction failed. And sending 
it to you.” 

His answer to the specialist in Virginia (same day): “Inform 
me when I may expect patient. Send direct to my office.” 

From the father of the child (next Friday): “Patient will ar- 
rive in New York at 1 o'clock today.” 

From the father of the child to his physician (third day): “Coin 
successfully removed by Dr. Mayer in twenty minutes.” 

That is the story of a two-and-a-half-year-old child with a coin 
in the oesophagus, the coin being removed by the Kilian instru- 
ments without any operation. 

DISCUSSION, 


Dr. CARTER said that he had seen a’very interesting case on 
Sunday, where the foreign body was not removed from the cesoph- 
agus, and it might be of some interest to report it in this connec- 
tion. He had been visiting a small town near the city when he was 
asked by one of the local physicians to see a case in consultation. 
It proved to be a man 59 years of age who, while. eating a week 
before, had swallowed a large piece of chicken bone, a piece of the 
leg bone. The man was previously healthy and had never had any 
digestive disturbance, or any trouble with his stomach. Immediate- 
ly after swallowing the bone he was seized with a severe pain. The 
doctor was called, who gave him a hypodermic of morphine to re- 
lieve his sufferings and then tried to push the foreign body down 
into the stomach with a large stomach tube. He was kept under 
the influence of morphine for 24 hours, and afterwards was put on 
liquid diet and advised to remain in bed. The man had soreness 
about the middle of the sternum for two or three days, and on 
Saturday night, one week after swallowing the bone, the man’s 
wife telephoned the doctor that her husband was suffering severe 
pain and was bleeding to death. The doctor immediately went to 
the house and found the man had vomited a large basin half full of 
clotted blood.. He was almost moribund, had a pulse of 120, 
respiration 25, and temperature of 98.6°. The doctor gave him 
a hypodermic of morphine to quiet him, and told him to keep quiet 
in bed. It was in this condition that Dr. Carter saw him. The hem- 
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orrhage had stopped, but he was still suffering considerable pain; 
was in profound shock and was almost exsanguinated. Dr. Carter 
advised rest in bed, morphine, cerium oxalate and sodium bicarbon- 
ate, and rectal alimentation. The question in this case was wheth- 
er anything but conservative treatment could have been tried at 
the time; and also what remained to be done after the man re- 
covered sufficiently to submit to some radical procedure. 

Dr. Mytes asked what was the exact position of the coin in 
Dr. Mayer’s case, and also whether it was a counterfeit coin or 
a genuine one. (A genuine coin ought to have passed.) 

Dr. Harris inquired whether Dr. Mayer had used the ordinary 
Kilian lamp or one of Jackson’s lamps, and also what sort of an 
extractor had been used. These cases are not so common, and the 
method of procedure was always interesting. 

Dr. FREUDENTHAL said that he would like to report a case very 
briefly, showing that a diagnosis of these cases is not always easy, 
and extraction surely not. The patient was a woman 25 years 
old, with a history of having swallowed a chicken bone two days 
previously in a restaurant down town. She had been taken to a 
hospital where attempts were made to remove the bone, but they 
caused her so much pain that. she refused to have. any further at- 
tempts made. Dr. Freudenthal said that he could not see anything 
with the fluoroscope, and the patient appeared to be so hysterical 
that he was not much inclined to believe her story. During the 
next two days this idea was increased, and the woman complained 
of pain in the stomach, back, shoulders, in fact, all over, and pre- 
sented a typical picture of hysteria. On the tenth day she com- 
plained bitterly, and said that if she could only vomit once she 
thought it would help her. The suggestion was adopted and an 
emetic administered, and she vomited the chicken bone. In order 
to get a good picture of these cases it is best to give the patient 
an emulsion of bismuth, as this assists greatly in getting a shadow 
of the foreign body. 

Dr. Norton L. Witson told of a tin whistle and a five-cent 
piece removed from two children, one 8 years of age, the other 
4, without the aid of the bronchoscope, but with the ordinary laryn- 
geal forceps. 

Dr. MAYER said that he thought a careful examination of the 
cesophagus of Dr. Carter’s case with the aid of the cesophagoscope 
would do much in locating the position of the foreign body. Reply- 


ing to Dr. Myles’ question, he would say that, in the case of his 
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little patient, the foreign body was located between the third and 
fourth ribs. In response to Dr. Harris’ suggestion, he would say 
that the child had been sent to him by a laryngologist in Virginia, 
a very competent man, who was known by most of those present, 
who had made an attempt to remove the foreign body under general 
anesthesia, but failed. The child was the niece of a physician, 
and it was distinctly stated to Dr. Mayer to either remove the 
foreign body without operation, or in case of failure the child 
would be operated on at home. The child was two and a half 
years old and had been playing with a coin the week before, when 
it slipped down the throat and stuck. The child could not swallow 
solid food at all. The parents brought with them a_ beautiful 
skiagraphic picture, showing just where the coin was located, so 
there was no question about the diagnosis. Without subjecting the 
child to any further examination, it was sent to the hospital, given 
its last food at 7 o'clock, with instructions that nothing, not even 
a drop of water was to pass its lips until the next morning. This 
was in order to prevent any possibility of emesis interfering with the 
attempt. The next morning at 8 o'clock tlie child was. anesthetized 
by a competent anzsthetist, the head was extended, and in the 
shortest possible space of time the cesophagus was entered. Then, 
using Kilian’s light with the bronchoscopic tube, and using the ex- 
tracting forceps that go with Kilian’s set, such as all laryngologists 
have, the coin was grasped. The coin was movable, and was drawn 
slowly up through the narrow tube, with Dr. Yankauer standing 
ready to grasp it if by any accident it should slip while in th 
pharynx or mouth. Fortunately, however, it was brought up with 
out any difficulty, and the child made an excellent recovery. The 
coin stood on edge about on a line with the cricoid cartilage, and 
if an attempt had been made to push it down it would in all prob 


ability have torn the cesophagus. 


Myxo-Fibroma of the Nasal Cavity with Nasal Polypi. By J. M. 
Mitts, M.D. 

Dr. Mills said that the patient had been referred to him a week 
ago with a history of catarrhal trouble from which he had suffered 
for fifteen years. For the last five years both nostrils had: been much 
occluded. The patient complained much of drowsiness and marked 
stenosis. Examination revealed a growth in the post-naval cavity, 
from which a small piece was removed and sent to the pathologist 
for examination. The microscopic examination seemed to indicate 
a tumor of a fibrous character, but the history and appearance was 
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more suggestive of a mixed fibroma. The tumor involves almost the 
entire post nasal cavity, as far as could be determined from digital 
examination and the probe. Dr. Mills said that he though the rea- 
son of the fibrous appearance in the microscope was that the 
specimen was cut from the periphery of the growth, and of course 
the mixomatous character decreases as you reach the surface. The 
‘important points in the history were the marked drowsiness of the 
patient for the last three or four months, and also some history of a 
carcinomatous tendency in two or three members of the family. 


DISCUSSION, 


Dr. SMITH said that, from the appearance of the tumor, he would 
judge it to be quite vascular, and that its removal would probably 
result in considerable hemorrhage. If the surgeon hesitated on this 
account to remove it or was unable to engage it in a snare, that 
he would suggest the hypodermic injection of monochloracetic acid 
into the tumor at intervals of a week, until it was reduced. This 
method had been successfully pursued by himself, and also by 
other operators at the Manhattan Eye, Ear and Throat Hospital. 


Mixed Laryngeal Infection. By Cart E. Muncer, M.D. (Pud- 
lished in full in this issue of Tuk LARYNGOSCOPE, page 56.) 
DISCUSSION, 

Dr. MyLks said that the Section was indebted to Dr. Munger 
for his splendid picture of the objective symptoms which take place 
in infections of the larynx, infections of tuberculosis and syphilis. 
When the naked eye cannot make the diagnosis, the microscopical 
and bacteriological laboratory usually can. Dr. Myles said that he 
had wondered just what was meant by mixed infection. For we 
have streptococcus or pneumococcus and other infections of the 
larynx and sometimes they were not so destructive. 

A second question is how far does cold air cure tuberculosis. In 
Dr. Myles’ opinion, cold air cures tuberculosis just as cold air pre 
vents the growth of the germs in the tube. To develop a culture 
of tubercular germs, we have to keep it ina warm place. If it were 
put out of doors it would not make much progress. This seems 
to be the ideal remedy for tuberculosis. Tubercular laryngitis has 
not a good prognosis, but-the doctor thought a great many of these 
cases might get well if we acted more promptly in regard to 
removing the growths and securing for the patients plenty of good 
fresh air. 
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Dr. Myles said that he had found that 15 or 20 grains of potas- 
sium iodide taken for months had little or no effect on gummatous 
processes, but on giving doses of 80 grains the lid formations dis- 
appeared. In his experience the treatment with large doses had 
never failed, but in small doses it proved disappointing. 

He himself had had two patients with tubercular germs who were 
syphilitic, but when we remember how frequently the throat is in 
fected with tubercular germs in healthy people, we cannot lay too 
much stress upon this. 

Dr. CHAPPELL said that he felt especially grateful to Dr. Munger 
for bringing this somewhat difficult subject before the Section. 
During the past few years the expansion in Laryngology and Rhin- 
ology has taken place along surgical lines, and if the specialists in 
these lines expect the profession and laity to continue to believe that 
all the ills of humanity begin in the upper air passages they must 
cultivate the medical as well as the surgical side of their specialty. 
He had recognized two infections occurring with tuberculosis in 
the larynx, syphilis and streptococcus infection. In going over his 
notes he had made a diagnosis of 15 cases of syphilis with tubercu- 
losis, five seen in consultation and ten under his own observation. 
It is very difficult to make a diagnosis between syphilis and tuber- 
culosis and mistakes are often made. He recalled two typical cases 
which he had observed for many years as being absolute proof of 
syphilis and tuberculosis occurring together. One of these cases 
was a man with ulcerations in the larynx and pulmonary tubercu- 
losis. The disease was arrested and the ulceration healed with the 
exception of two very small spots in the inter-arytenoid space. The 
man had gained 30 pounds in weight and was feeling well, but dur- 
ing this arrest he contracted syphilis. Eight weeks after the initial 
lesion he had a secondary syphilitic rash accompanied by an acute 
laryngitis tracheitis, pharyngitis and rhinitis, with mucous patches 
all over these surfaces. From being in almost perfect health the 
man began to be septic, his temperature went up to 103°-104", and 
ten days after the mucous patches appeared he had an edematous 
condition of the larynx which often precedes the tubercular ulcera- 
tion. In fact a week later small yellow spots began to appear over 
the surface of the whole mucous membrane of the larynx; and in 
spite of the fact that under antisyphilitic treatment the syphilis in 
the naso-pharynx and trachea disappeared to a great extent, the man 
died in three months from an acute tuberculosis. 

In the other case, which was also observed for a number of 
years, the patient had a tubercular ulceration on the left arytenoid 
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cartilage, extending downward and accompanied with a great deal 
of pain. On one of his visits the man complained of increased 
laryngeal catarrh, and was told to come again the next day, as 
redness was observed on the other arytenoid. The man did not 
reappear, however, until ten days later, and then reported that he 
felt much better. Examination of the larynx revealed a large 
ulcer on the other arytenoid, and the one which had previously been 
diagnosed as tubercular had grown larger, but the pain was bet- 
ter. One of the most important points of diagnosis between syphilis 
and tuberculosis is the presence or absence of pain and the moment 
the patient said the pain was better, the suspicion of syphilis was 
aroused. On inquiry, it was found that some years before he had 
syphilis; and upon treatment with iodide of strontium the new ul- 
ceration healed rapidly and the old one contracted considerably. 

Dr. Chappel said that he thought the cases he had diagnosed as 
mixed infection did better than the pure tuberculous cases. As to 
streptococcus infection, it had appeared to him that one might have 
an early streptococcus infection, with catarrh in the larynx and 
eventually become infected with the tubercle bacillus. Where there 
is a great deal of necrotic pulmonary tissue there is usually a 
quantity of mucopurulent expectoration, and in these cases, one 
might have a secondary streptococcus infection in the larynx. In 
his experience, these cases had been very hard to treat. Dr. 
Munger’s paper was very timely, and would doubtless call atten- 
tion to the possibility of a double infection. 

Dr. Harris said that he agreed with the last speaker in regard 
to the timeliness of Dr. Munger’s paper, and wished to congratu- 
late Dr. Munger upon the very clear picture he had drawn of com- 
bined tubercular and syphilitic lesions. He had this fall seen an 
unusual number of laryngeal inflammations and had been particular- 
ly puzzled in regard to the diagnosis of many cases; and knew of 
at least one member of the Section who had had a similar experi- 
ence. Many years before, Dr. Rice had read a paper before the 
Section on the subject of mixed infection, and Dr. Harris said 
that he had borne this matter in mind in studying these puzzling 
cases. The picture he had seen was an unilateral inflammatory swell- 
ing of one cord. The false cord would overhang the true cord, and 
there was much bulging. In several instances, the patients had 
given a clear history of syphilis. In one case at present under treat- 
mént, the patient does not complain of any pain, but there is per- 
sistent hoarseness and an obstinate refusal to yield to anti-syphilitic 
treatment. He was inclined to believe that these unilateral infections 
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are always suspicious, but these cases that he recalled have almost 
entirely refused to yield to either local or general treatment. In 
connection with these cases and the subject of Dr. Munger’s paper, 
he had looked up the remarks on the subject in the various text- 
books, and had been impressed with the scant attention they gave 
the subject. Sir Morell Mackenzie says very little about it, and 
makes no reference to syphilitic infiltration, though much is said 
about tubercular infiltration. There is, however, a distinct syphi- 
litic infiltration, and we all recognize these cases of gummata which 
break down or yield to treatment, as shown by Dr. Munger. 

Dr. Norton L. WiLson said that he would like to have the ques- 
tion of the administration of iodide of potash brought out a little 
more clearly. In his experience iodide of potash interfered very 
materially with the progress of the patient’s health. In other 
words, a tuberculous patient when treated with iodide of potash 
rapidly runs down, and he thought that great care should be used 
in making a diagnosis between tuberculosis and syphilis before 
administering potash. In mixed cases, however, there might be 
some excuse for using the iodide of potash, for there the patient 
would not lose so rapidly as in cases of pure tuberculosis. 

Dr. MAYER said that in regard to the administration of iodide of 
potash in these cases, he would like to say that the neurologists lay 
much stress upon the fact that iodide of sodium is far superior in 
those cases where tertiary conditions exist, and it might be well to 
make note of this in treating cases of mixed infection. A short time 
since a man came into the dispensary at Mt. Sinai suffering from 
a great deal of dyspnoea. The appearance of the larynx by no means 
suggested tuberculosis, yet there were certain conditions which 
would lead to that diagnosis. Still, there was so much thickening 
about the folds of the cords particularly, that a diagnosis of tubercu- 
losis was not altogether satisfactory. The man was referred to the 
department for internal diseases, and the report came back that 
his lungs were quite clear and showed no evidence of tuberculosis. 
The man was given iodide of potash in large doses and his dyspnoea 
became much better, and he was referred to the hospital for further 
observation, and this time they found full evidence of tuberculosis 
and a large quantity of tubercle bacilli. This was a clear case of 
mixed infection, as described by Dr. Munger’s paper, where iodide 
of potash relieved a great part of the induration, and the tuberculous 
condition was also found. 

Dr. MAYER said that the picture of laryngeal phthisis was pretty 
well known, and when we do not see that clearly and there is a good 
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deal of dyspnoea, one begins to be suspicious of other things. In 
this case, he would say frankly that his own diagnosis was that it 
was a malignant disease, and he had referred him to the department 
of internal diseases with a question, .to clear the case up. As Dr. 
Coakley had said, no matter how large our experience may be, 
we are compelled to withhold a diagnosis until a case can be cleared 
up, but one point about laryngeal tuberculosis is that almost invari- 
ably there is anaemia of the hard and soft palate. 

Dr. MUNGER, closing, said that the exhibition of the iodide 
of potash seemed to enter very largely into the matter of clearing 
up a diagnosis in these cases, but was by no means conclusive. In 
a case occurring in his own practice where there was no ques- 
tion of a diagnosis of both syphilis and tuberculosis (the patient 
had had hemorrhages, tubercle bacilli present, initial lesion of syph- 
ilis, and secondary symptoms) the lesion was absolutely unaffected 
by large doses of potassium iodide, although he had practically thre« 
teaspoonfuls of a saturated solution three times a day. He did not 
think that this question of diagnosis where we find traces of syphilis 
and tuberculosis had yet been definitely settled, and he thought 
that the point brought up by Dr. Chappell, that streptococcus has 
some bearing upon the question, might in a measure explain the 
character of the lesion rather than the specific explanation; but 
examination of the tissue showed that it was not tubercular, the ex- 
hibtion of iodide of potassium had no effect, and we are still some- 
what in the dark. He had very much enjoyed the discussion of his 
paper by such able men as had listened to it tonight. 
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Surgical Pathology and Treatment of Diseases of the Ear. 

By CLARENCE JOHN BLAKE, M, D., Professor of Otology in Harvard Uni- 
versity; and Henry Orrrince Rerk, M. D., Associate in Ophthalmology 
and Otology in Johns Hopkins University. S8vo, 359 pages, illustrated 
Cloth, $3.50 net. D. Appleton & Co., New York, 1906. 


While this work is an operative otology and as such does not consider 
those affections of the ear which have no surgical aspect or possibilities, 
those diseases which properly find place here the authors have treated 
quite completely, going into the etiology, pathology, symptoms, diagnosis, 
prognosis, the conduct of the case, and finally the operation 

In the introductory chapter on the surgical anatomy of the temporal 
bone, stress is laid upon the important structures which may become in- 
volved in the bone itself or adjacent to it, and upon those which have 
to be guarded during surgical interference 

The chapter on Aseptic Technique deserves especial praise. The au 
thors do not attempt to give all the means of securing asepsis, but pre- 
sent a method of procedure which, if followed, will give to the surgeon 
the assurance that as far as asepsis and antisepsis in materials, instru 
ments, the preparation of the patient, operator, and assistants, are con 
cerned, he is above criticism. The pages devoted to anesthesia are of 
general surgical interest, although particularly adapted to the otologist. 

The diseases considered include those affecting the auricle and external 
auditory canal, the tympanic membrane, and the tympanum, and also 
the complications which may arise in supprrative otitis media, as mas- 
toditis, labyrinthine suppuration, brain abscess and septic meningitis 
Adenectomy, subcutaneous and intravenous infusions, and lumbar punc- 
ture, are accorded a place as operations which may have to be performed 
by the aural surgeon. 

In an appendix, much valuable detailed information is added: Buerk- 
ner’s statistics, showing the desirability of early paracentesis; an article 
on the localizing symptoms of brain abscess, prepared especially for this 
work by Waterman; Bourguet’s method of exploration of the labyrinth; 
and other matters. 

The chapter describing the mastoid operation is particularly full and 
the various stages in the operation are illustrated by original drawings 
The method of using that recent development in mastoid surgery, the 
blood-clot dressing, is described with the necessary precautions to be 
observed in using it. 

The whole volume is eminently practical, and will offer the experienced 
man some valuable suggestions and will lessen the difficulties to be over- 
come by the beginner. We can -heartily recommend it to our readers. 

B. 
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English Synonyms, Antonyms and Prepositions. 

By James C. Fernatp, L. H. D. More than 7,500 Classified and Dis- 
criminated Synonyms; nearly 4,000 Classified Antonyms; Correct Use of 
Prepositions, and Practical Helps for the Correct Use of Words. Four- 
teenth Edition. 12mo, cloth, 574 pp. Price $1.50 net. Funk & Wag- 
nalls, Pubs. New York and London. 


Connectives of English Speech. 


By JAmeEs C. Fernatp, L. H, D. The Definitions and Correct Usage 
of Prepositions, Conjunctions, Relative Pronouns and Adverbs explained 
and illustrated. 12mo, cloth, 334 pp. Price $150.00 net. Funk & Wag- 
nalls Co., Pubs. New York and London. 


These two books are distinct and independent of each other, and yet 
are so related that they may well be considered companion volumes. 
While the author has considered the needs of a text-book for the class- 
room, he has included so much of value and has so arranged it for easy 
reference that they are really treatises upon the important parts of Eng- 
lish Speech which they present, and form a valuable addition to the 
reference library of a speaker or writer. 


W. B. Saunders Company, of Philadelphia and London, have just issued 
a revision of their handsome illustrated catalogue of medical, surgical and 
scientific publications. Beyond question this is the most elaborate and useful 
catalogue we have ever seen. The descriptions of the books are so full, the 
specimen illustrations are so representative of the pictorial feature of the books 
from which they are taken, and the mechanical get-up so entirely in keeping 
with the high order of the context. The authors listed are all men of recog- 
nized eminence in every branch and specialty of medical science. The cata- 
logue is well worth having, and we understand a copy will be sent free upon 
request. 


Cretinism and Deafness. J. HABERMANN. Arch. f. Ohrenheilk., 
Leipzig, October, 1904. 


Deafness in cretines may occur as a result of congenital mal- 
e SB 


formation of the organ of Corti, but is more frequently caused by 


disease of the sound-perceiving apparatus in the brain itself; in 
many cretins, disease of the nose, throat and middle ear contribute 
no small part to the deafness. 


YANKAUER., 





